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Abstract 
Saudi Arabia was one of the first countries in the middle east to adopt an accreditation 
programme in its healthcare sector in forming the Central Board of Accreditation for 
Healthcare Institutions (CBAHI) in 2005. Even though accreditation has implied positive 
effects on quality of healthcare, as addressed in the literature, the literature search revealed a 
dearth of published studies concerned with the relationship between accreditation and 
improved quality of healthcare in Saudi Arabia.  
The main aim of this research was to examine any potential differences in the quality of care 
provided by accredited and non-accredited Ministry of Health hospitals in Saudi Arabia. 
A mixed-method approach was adopted with the intention of gathering both quantitative and 
qualitative data to answer the research objectives. Quantitative data was collected through 
extraction from the reports on quality of care indicators provided by the participating Ministry 
of Health hospitals. Qualitative data incorporated social and behavioural thinking regarding the 
quality of accredited and non-accredited hospitals. Qualitative data was collected through semi-
structured interviews with senior hospital management of a selection of Ministry of Health 
hospitals. 
A total of 88 MoH hospitals provided data, of which 46 were accredited and 42 were non-
accredited. When quality of care indicators were compared between accredited and non-
accredited hospitals, a significant difference was found in 12 separate quality of care indicators. 
The significant difference was that, the indicators in the accredited hospitals had a higher score, 
which showed that the quality of care in non-accredited hospitals was better.  
Three themes emerged from the interview data: knowledge, practice, and attitude, with findings 
showing a similarity of perspective towards quality from both accredited and non-accredited 
hospital staff. Non-accredited hospital staff had a different attitude towards quality than 
accredited hospital staff.  
Conclusion: This study clearly demonstrated the superiority of non-accredited hospitals in the 
overall results of the indicators under study. Moreover, the behaviour and attitude of the 
employee demonstrate that some of the hospitals members are not able to strike a balance 
between their basic duties as healthcare practitioners and their participation in quality 
initiatives.  
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Introduction   
This thesis explores the differences in the quality of care between accredited and non-
accredited Ministry of Health hospitals in Saudi Arabia (KSA). Improving the quality of care 
in many countries, including Saudi Arabia, has its challenges. The main purpose of the 
accreditation of hospitals is to ensure quality of care and patient safety (Devers, Pham & Liu 
2004, Soepojo, Koentjoro & Utarini 2002).   
 
Accreditation is defined by the WHO as a process that entails an assessment of healthcare 
organisations based on a set of standards (WHO, 2003). Although various definitions of quality 
exist, the definition that best agrees with the understanding of quality adopted in this thesis is 
that of the Institute of Medicine (IoM). This definition combines the quantitative and 
qualitative approach by gathering the level of outcome of service to a population and the 
knowledge of the delivering staff.  The Institute of Medicine (2001 p: 13) describes quality in 
healthcare as:  
‘The extent to which health services for populations and individuals 
increase the probability of preferred health outcomes and the degree to 
which such services are consistent with present professional knowledge.’  
For this to be achieved, services need to be safe, based on scientific knowledge, and patient-
focused.  
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Rationale for studying quality of care and accreditation 
 
The motivation to research the above area of quality of care and accreditation comes from the 
personal and professional experiences of the researcher. I originate from the southern region of 
Saudi Arabia and have always had an interest in health service management as well as quality 
of health. This culminated in my completion of a Master’s Degree in Health Services 
Management, and Health System and Quality Management, from Griffith University in 
Australia, and King Saud Bin Abdulaziz University in KSA, respectively. I have applied this 
knowledge working as a Quality Consultant to help prepare hospitals across SA to apply for 
accreditation. In addition, I also worked as a lecturer at the Public Health College at King 
Khaled University in SA. 
 
This broad experience has given me a deep appraisal of context for the study and a large contact 
network that has facilitated successful  quantitative data collection and interviews for this 
study. Furthermore, as a native of the area and an Arabic speaker, I could fully understand the 
participants’ background and environment. 
 
The quality programme has interested me since I started working at the Ministry of Health in 
SA in 2000. As a quality specialist in the southern region, I visited several hospitals to help 
them solve quality issues and to take part in training programmes to promote a quality culture 
in the health organisations across SA and to implement the accreditation programme. It is 
around this time that I began to question the relationship between quality of care and the 
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accreditation process. I felt that the best way to answer these questions was by conducting a 
research study.   
 
According to Myers (2011), hospital accreditation is a self-assessment process carried out by 
healthcare bodies to determine the level of performance of the hospital in accordance with set 
standards. The process of hospital accreditation not only sets the standards of operation, but 
also provides support to stakeholders on how to improve performance. However, although the 
accreditation bodies set the standards of service, there is little evidence supporting the actual 
credibility and effectiveness of the certification of the accreditation programmes. Healthcare 
accreditation is important to the Kingdom of SA, as the country has approximately 27 million 
people and more than 415 hospitals (Central Department of Statistics, 2010).  
 
Oil exploration has significantly fuelled the growth rate of the Kingdom, and consequently 
improved the welfare of its citizens (WHO, 2007). This high growth rate has necessitated 
improved healthcare. The government of KSA has therefore turned its attention to the 
development of healthcare facilities, as evidenced by the increased revenue allocation to the 
sector.  According to the Ministry of Health (2008), in 2008, the government of KSA allocated 
£549 million to the health sector project to improve the health standards of the country’s 
population.  
 
The amount allocated to the health sector has gradually risen since 2008, with the total revenue 
allocation for health increasing to 3.3% of Gross Domestic Product (GDP) (Central Department 
of Statistics, 2010). The increased funding of the health sector has led to the modernisation of 
healthcare facilities in SA. A report published by the World Health Organisation on Health 
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System Achievement in 2000 ranked Saudi Arabia 26th out of 191 countries, higher than the 
USA, Canada and Australia. Despite this high ranking, the sector still faces significant 
challenges that thwart the government’s efforts to improve it. 
 
Aim of the study 
The main aim of this research is to examine any potential differences in the quality of care 
provided by accredited and non-accredited Ministry of Health (MoH) hospitals in Saudi Arabia. 
 
Research Questions 
 
• Does the accreditation process in KSA create a measurable difference in the quality of 
care indicators in accredited and non-accredited hospitals? 
• How does accreditation process influence the perceived quality of healthcare in MoH 
hospitals? 
• What are the similarities and differences in perceived quality of healthcare in accredited 
and non-accredited MoH hospitals in KSA? 
By collecting hospital indicators data reports from the accredited and non-accredited hospitals, 
and by undertaking semi-structured interviews with a purposive sample of staff regarding their 
perceptions of quality in order to incorporate social and behavioural thinking on the quality in 
accredited and non-accredited hospitals, I anticipated answering these research questions.  
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This introduction section highlights the significance of and the motivation for the study. The 
aim and research questions have been clarified. The following section will present the 
organisation of the thesis. 
Organisation of the thesis 
In order to manage the study work within the timeframe, the thesis was organised into five 
chapters, as displayed in Table 1.1.   
 
Table 1-1 Thesis structure 
Chapter Number Chapter Title 
One Setting the Scene  
Two Literature Review 
Three Research Methodology 
Four Quantitative and Qualitative Results 
Five Discussion Conclusions and Recommendations 
 
Chapter One provides the context for the study, explaining the concepts of quality and 
accreditation, as well as providing a background on KSA’s demographic and socio-economic 
status. In addition, it describes the structure and services of the healthcare system in KSA and 
the accreditation system used in KSA, nationally and internationally. Lastly, the chapter 
introduces the significance of the study, its aim, and the research questions. 
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Chapter Two provides a comprehensive review of the literature about accreditation and its 
relation to healthcare quality. The review employs a systematic search of the relevant literature; 
it critically evaluates and explores the relationship between the accreditation process and the 
quality of care provided by hospitals. Finally, the literature summary identifies the research 
gap and provides a direction for this study.  
Chapter Three describes the methodology of the study. It presents the justification and a 
description of the mixed-method approach. The methodology chapter describes in detail the 
design of the study, setting and recruitment, data collection and management and the analysis 
plan. This chapter also covers the ethical considerations and approval of the study.   
Chapter Four presents the quantitative and qualitative findings from the data collection. The 
quantitative findings helped answer the first research question to identify whether there are any 
differences between the accredited and non-accredited hospital indicators. The findings 
revealed that there are significant differences between accredited and non-accredited hospitals 
in some of the indicators. The qualitative findings indicate that there exist differences in 
manager perceptions in regard to social and behavioural thinking and quality between 
accredited and non-accredited hospitals.  
Chapter Five presents a discussion that interprets and compares the findings and determines 
their relevance to the literature review in order to answer the research questions. In addition, 
this chapter presents the study conclusion and future recommendations, as well as the major 
conclusions and recommendations of the current study drawn from the main findings of the 
quantitative and qualitative parts of this thesis. This chapter also considers the main limitations 
of the current study and their implications, and finally mentions how the study will be 
disseminated.   
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1 Chapter One: Setting the Scene 
 
The previous section identified the rationale for this study, the aims and the research questions, 
and presented a brief overview of the thesis organisation. This chapter will provide information 
about the general background details of KSA and its health system. It will also describe the 
quality of healthcare programmes and the accreditation system as approved by the KSA MoH.  
1.1 Demographic and socio-economic status 
 
For the purpose of this thesis, it is useful to discuss the socio-economic status and 
demographics of the Kingdom of Saudi Arabia, as they are imperative to any researcher that 
seeks to investigate and understand KSA’s healthcare facilities. The demographics provide a 
foundation for developing conclusions as to why the status of healthcare is in such a condition. 
In addition, the demographics and the socio-economic contexts help to explain the extent of 
the governments’ efforts in improving the health sector. The socio-economic contexts can 
facilitate an understanding of the resources available to the authorities in meeting the citizens’ 
healthcare expectations.  
 
The Kingdom of Saudi Arabia is the second largest oil producer in the world, and occupies 
830,000sq mi, approximately four-fifths of the Arabian Peninsula. The country shares borders 
with Iraq and Jordan to the north, Qatar and UAE to the east, and Yemen and Oman to the 
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south and southeast, respectively.  Most of the country’s land is arid and inhospitable due to 
the barren landscape. 
 
 
Figure -1.1 Saudi Arabia Map 
 
According to a census conducted in 2010, SA has a population growth rate of 3.2% and a 
fertility rate of 3.04. The majority of the SA residents are Saudis, who account for 68.9% of 
the population, while non-Saudis account for 31.1%. Males constitute 50.2% of the population, 
while females constitute 49.8% (Central Department of Statistics, 2010). The United Nations 
projects that KSA’s population will reach 39.8 million by 2025. This increase is anticipated 
due to the country’s  high birth rate and increased life expectancy. These projections can also 
be attributed to reduced mortality rates, falling from 250 per 1000 births in 1960, to 20 per 
1000 births in 2009.  In addition, government policies such as a compulsory vaccination 
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programmes for children, rolled out in 1980, have significantly reduced mortality rates. This 
population growth increases economic opportunities as well as demand for quality healthcare. 
SA has one of the fastest growing economies in the world, with oil exportation being the largest 
contributor to the country’s revenue. The country has diversified its economy to avoid over-
reliance on one product, as evidenced by the exportation of numerous industrial products. 
Consequently, this economic base has significantly increased the income of the country’s 
citizens, raising the per capita income from £15323 in 2007, to £16519 in 2008. In addition, 
KSA ranks 55 out of 194 countries in the Human Development Index (Central Department of 
Statistics, 2010).  Nevertheless, the country did experience economic challenges in the 1980s, 
due to a drop in world oil prices. Nevertheless, the country recovered in 1990s and has since 
been growing at a fast and steady rate. The economic crisis of the 1980s saw the Saudi 
government, through the Ministry of Economy and Planning, develop strategic plans for every 
five years hence, which outline the country’s social and economic goals.  Through these five-
year strategic plans, the Kingdom has managed to encourage private economic activities that 
have increased the employment rate and consequently the per capita income. According to the 
World Bank (2008), Saudi Arabia ranks among the top 25 countries worldwide for ease of 
conducting business.  In addition, the country is a member of the G-20; an international group 
comprised of developed and emerging economies. 
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1.2 Healthcare services in Saudi Arabia 
 
The condition of Saudi healthcare facilities has significantly improved in recent years. 
According to Almasabi (2013), the country’s first health department, built in Mecca in 1925, 
was by the order of King Abdulaziz.  The mandate for the department was to monitor and 
sponsor free healthcare for the citizens and pilgrims by establishing dispensaries and hospitals. 
However, the government did not have sufficient funds to provide healthcare to the whole 
population and, therefore, many people still relied on traditional treatment methods which were 
unable to contain many epidemics. Several years later, the KSA recognised the need for a well-
established system to effectively manage healthcare facilities. Consequently, in 1954, the 
Ministry of Health was established by order of the King.  
The Ministry of Health supervises all the healthcare facilities in the private and public sectors. 
After the discovery of oil, the national income increased to a degree which enabled the 
government to develop five-year strategic plans to enhance development in several sectors, 
including the healthcare sector. The five-year development plans and an increase in revenue 
brought about several changes, as the government established the required infrastructure, 
research centres, and hospitals. As noted by Jannadi (2008), the Saudi government now 
provides scholarships to enable its citizens to study medical careers in order to reduce the 
reliance on foreign expatriates. 
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The Saudi government is obliged by the country’s constitution (Article 31) to provide medical 
care to all its citizens without discrimination of any kind. Therefore, all Saudi citizens have the 
right to free medical care provided through a health policy committed to achieving Health for 
All (HFA) (Ministry of Health, 2008). Although both the public and private sectors provide 
medical care services in Saudi Arabia, many citizens prefer the private sector despite the public 
sector services being free of charge. This, perhaps, can be attributed to the better quality of 
services provided by the private sector. However, the private sector accounts for only 21.1% 
of total hospital beds in Saudi Arabia (Ministry of Health, 2008).  
The Ministry of Health controls all the healthcare systems and is mandated to provide strategic 
plans, formulate health policies, supervise and monitor health services delivery, and control all 
healthcare related activities (Qureshi and Ullah, 2012). In other words, the Ministry of Health 
is the principal organ mandated to oversee the provision of healthcare services to Saudi citizens. 
According to Qureshi and Ullah (2012), the Ministry of Health provides its services through 
2,037 health centres located in both the large cities and small towns. However, other 
government agencies also provide healthcare services. These agencies operate independently 
and have separate budget allocations and include the Ministry of Education, Ministry of 
Interior, Ministry of Defence and Aviation, and the Saudi National Guard. In addition, these 
organisations provide healthcare services through both primary and the secondary facilities for 
the welfare of their employees see (Figure 1.1). 
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Figure -1.2 Coverage of health services in the KSA 
 
Al-Yousuf et al. (2002) noted that independent healthcare sectors are primarily established to 
provide services to workers and their immediate families. However, these agencies also provide 
services to the public in extreme cases such as treatment of cancer. 
 
1.3 Structure of the healthcare system in Saudi Arabia 
 
The Ministry of Health is the primary health services provider, having more than 270 hospitals 
and 33,277 hospital beds. Other government institutions such as King Faisal Specialist Hospital 
and Research Centre, ARAMCO hospitals and Royal Commission for Jubail and Yanbu health 
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services also provide healthcare services to the public. The improvement in healthcare services, 
increased health awareness, and improved life conditions have significantly and positively 
contributed to health indicators. Despite the existence of numerous healthcare providers, there 
is a lack of coordination which has led to the duplication of services and a consequent waste of 
resources (Albejaidi, 2010). For instance, there are numerous opportunities to benefit from 
foreign personnel, equipment and training aids, but due to a lack of coordination, the country 
does not benefit from these opportunities. However, a Royal Decree was issued in 2002 to 
establish the Council of Health Services, led by the Ministry of Health, in an attempt to 
overcome the challenges faced by the health sector. The council includes the Minister of Health 
and representatives from both the government and the private sectors. However, the council 
has achieved little in terms of its primary objective of developing a plan for integration and 
coordination among healthcare providers. 
 
1.4  Levels of healthcare in Saudi Arabia 
 
According to Albejaidi (2010), there are three levels of healthcare services operating under the 
MoH (figure 1.3). The first level includes the primary health service that supervises the 
healthcare centres. The second level includes the general hospitals, and the third level includes 
the tertiary health centres. As noted by Al-Ahmadi and Roland (2005), primary healthcare was 
boosted after the implementation of the 1978 "Alma-Ata Declaration", which focused on 
grassroots’ participation in the process of healthcare provision. The declaration led to opening 
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of numerous primary healthcare centres, amounting to 1,925 in 2006. In addition, the MoH 
vigorously promotes policies that ease access to healthcare facilities. The policy has recorded 
a success rate of between 65% to 95% in prenatal care, and 83% to 94% in vaccination 
programmes (Al-Ahmadi and Roland, 2005). Despite the breakthrough by primary healthcare 
facilities, there have been numerous cases of diabetes, heart disease, and obesity. However, 
these challenges have been attributed to changes in attitudes in the society. The majority of 
these cases are referred to secondary health facilities, and more complicated cases are further 
referred to tertiary facilities (MoH, 2008). 
 
 
Figure -1.3 Levels of Healthcare in Saudi Arabia 
 
1.5  Hospital accreditation in Saudi Arabia 
According to Qureshi and Ullah (2012), hospital accreditation is a programme in which 
qualified expatriates evaluate the healthcare provider’s compliance with the performance 
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standards set by an accreditation agency. In other words, it is a standard process of assessing, 
promoting and ensuring efficient health services and safety. Generally, hospital accreditation 
is regarded as an indicator of the quality of health services that reflects the standards of a 
healthcare provider. Hospital accreditation is a continuous process that demands commitment 
to learning and regular improvement. The process of hospital accreditation has recently 
attracted considerable interest as an integrated method of raising the quality of healthcare. 
However, the process is laborious and exhaustive. The accreditation process has gained interest 
in developing countries such as the KSA. In fact, Saudi Arabia was the first country to roll out 
health accreditation programmes in the Arab region. 
 
The history of hospital accreditation in the KSA can be traced back to 1994, when the Saudi 
Medical Services Organisation (SAMSO) standards were established by the Saudi Aramco 
Company (AlKhenizan & Shaw 2010). The SAMSO standards were set to be achieved by 
public and private hospitals in order for them to be accepted as referral facilities for the 
employees of Saudi Aramco (AlKhenizan & Shaw 2010). Later, in 2003, following the 
institution of the Council for Development of Health Services in 2001, the Makkah Region 
Quality Programme (MRQP) was established. According to AlKhenizan and Shaw (2010), the 
MRQP included particular standards that were to be met by the public and private health 
institutions in the Makkah region.  
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To compete with international standards on healthcare quality, the MoH established the Central 
Board of Accreditation for Healthcare Institutions (CBAHI), mandated with the accreditation 
of health institutions in KSA. Some public and private hospitals have gone further to show 
stronger commitment to quality by seeking the accreditation of international accreditation 
bodies such as the Joint Commission International (JCIA) (AlKhenizan and Shaw, 2010).  
 
The KSA government has implemented numerous programmes in order to raise standards 
within the health sector. Among the outstanding programmes is the implementation of Total 
Quality Management (TQM). As noted by Albejaidi (2010), the KSA government has been 
working on improving the quality of healthcare systems. As a result, the number of public and 
private hospitals has significantly increased, and, in turn, the governments’ expenditure on the 
health sector has increased. There has been a greater implementation of quality assurance 
programs in SA than any other country in the Middle East (AlKhenizan and Shaw, 2010). In 
addition, a  five-year strategic plan integrated strategies to raise the quality of primary health 
centres and the health sector at large. The MoH first integrated healthcare strategies in the five-
year strategic plan in the year 1984. Three years later, a central committee was established to 
monitor the quality of healthcare programmes in the country. The primary purpose of the 
committee was to evaluate and give feedback on the quality programmes conducted in 
hospitals, including the quality of service given to the patients and how effectively resources 
were being utilised. At this time, the council supervised 14 hospitals throughout the country. 
According to the WHO (2006), all the primary health centres and several medical programmes 
have been working relentlessly to improve their quality. These programmes have developed 
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strategies, set standards and have undertaken resource upgrades as part of this plan. In addition, 
the Ministry of Health established the National Committee for Quality Assurance (NCQA) in 
1993 with the help of the World Health Organisation. The committee aimed at reinforcing the 
importance of achieving a high-quality healthcare system and particular levels of service 
quality.  The committee did this by carrying out quality assurance programmes in the primary 
healthcare centres and providing advice to the centres on how to improve their services. Later, 
in 1995, the NCQA started a programme aimed at training managers for primary health centres 
in order to improve efficiency and assist in quality improvement endeavours. 
 
In 1994, the Saudi Committee was established through cooperation between the USA and the 
SA to improve the quality of services provided by the MoH. In this programme, four hospitals 
were selected from all regions of the country. Later, a further four hospitals were selected from 
each region, bringing the number to eight hospitals from each region. The Saudi Committee 
carried out seminars, workshops and training programmes for employees of these hospitals to 
improve the quality of their services (Almasabi, 2013). Furthermore, a technical committee 
was established to develop a criterion to be used in measuring the performance of the trainees. 
In addition, the Saudi Committee developed ten standards that incorporated all the services 
related to the use of resources, such as infection control and the radiology department. The 
standards covered all the aspects of service delivery, which helped in improving the 
performance of the trainees. 
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According to Almasabi (2013), the nature of the work carried out in Saudi Arabia demands 
effective implementation of the Quality Assurance Programme. In addition, the standards 
should be set in such a way that they cover all aspects of healthcare. Further, the senior 
management who clearly understand the benefits of Quality Management (QM) should set the 
criteria for the implementation of programmes. However, the patients should be protected at 
every level by ensuring their demands are met (Almasabi, 2013). 
 
According to Qureshi et al. (2010), accreditation programmes have attracted significant interest 
in developing countries, as evidenced by increased government support for such programmes. 
In reflection of this, The Makkah Regional Quality Programme (MQRP), under the supervision 
of the Prince of Makkah, was established in 2000 to enhance the quality of services offered to 
the residents of the city. In this programme, a thorough evaluation of the quality health 
programmes for MQRP was undertaken. In addition, quality standards for both private and 
public hospitals were established. The standards set in Makkah were borrowed from quality 
systems implemented in Canadian hospitals, as well as JCAHO. In 2003, the pioneer 
publication on health standards and accreditation was released and its recommendations 
implemented in all Makkah hospitals. Two years later (2005), the Central Board of 
Accreditation for Healthcare Institutions (CBAHI) was established under the recommendation 
and supervision of the Council of Health Services. The primary purpose of CBAHI was to 
recognise the provision of both the public and private health services. In addition, the success 
of MQRP in Makkah region motivated the formation of CBAHI. A team of experts from 
different sectors, such as the Ministry of Health, the Saudi ARAMCO, the armed forces 
  
 
Chapter One Setting the Scene 
 
19 
healthcare services, King Faisal Specialist Hospital and Research Centre, and the private sector, 
developed the CBAHI standards (Section 1.4). As noted by Almasabi (2013), the number of 
standards vary from region to region and are dependant on the programme. For instance, the 
Australian accreditation system has 43 chapters of standards, the CBAHI has 22 chapters of 
standards and the French system has 13. Although many of the accreditation systems are 
voluntary, a few, such as the French, CBAHI and Italian systems, are compulsory. Qureshi et 
al. (2010) noted that the Council of Health Services in the SA  declared that all the healthcare 
providers must be accredited by CBAHI and adhere to its standards. 
 
Alkhenizan and Shaw (2010) carried out an assessment of CBAHI standards and established 
that the active participation of the stakeholders - patients, community leaders, and consumers 
- is not included in the statute. Alkhenizan and Shaw (2010) established that there is a need for 
clearer standards that coordinate risk assessment and management activities. In addition, the 
two researchers highlighted that the development of the CBAHI standards is not well explained 
or organised. Furthermore, many standards lack clear indicators and are frequently repeated. 
Alkhenizan and Shaw (2010) also noted a lack of a clear path to obtaining feedback from 
stakeholders regarding the standards. 
 
Despite the governments’ order that all hospitals must obtain a certificate of accreditation for 
CBAHI, while many of them are in the process of accreditation, the majority are not yet 
accredited. However, international bodies, such as the JCIA, have accredited many hospitals. 
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Qureshi et al. (2010) established that many of the accredited hospitals are based in eastern, 
central, and western regions of the country. This can be attributed to the fact that these regions 
have a high number of qualified professionals and are more densely populated. 
 
Despite the government’s efforts to improve the quality of healthcare in SA, a significant 
number of challenges exist that hinder the successful implementation of the government 
programmes. Among these challenges is finance. The financing system in Saudi Arabia entails 
the public sector, of which the MoH is the leading institution. The MoH manages all funds 
issued by the Ministry of Finance by providing healthcare services where needed, yet it still 
faces significant challenges perhaps due to lack of knowledge on the benefits of 
implementation of quality programmes (Alkhenizan and Shaw, 2010). 
 
Despite the governments’ investment in the health sector, more needs to be undertaken to 
increase the number of qualified practitioners, who are a basic resource in the implementation 
of quality management programmes in the sector. Many of these challenges have been exposed 
by the fast growth in healthcare services experienced in the kingdom over the past few decades. 
In this regard, the government has invited foreign professionals to work in the country in an 
attempt to meet the high demand for qualified medical practitioners.  A study carried out by 
Almasabi in 2013 showed that 78.3% of the medical personnel working in Saudi Arabia were 
foreigners. However, this plan of using foreigners to fill in the gaps in the health sector has not 
been successful, as evidenced by a 37% turnover in health practitioners in recent years 
  
 
Chapter One Setting the Scene 
 
21 
(Almasabi, 2013). In response to this challenge, the government established the Saudi Labour 
Force Council in 2003 to assist in the implementation of labour policies that could attract more 
medical practitioners within the country. Therefore, measures were rapidly implemented to 
encourage students to pursue medical courses as well as encourage the private sector to set up 
medical training schools. Furthermore, to reinforce the importance of these steps, they were 
incorporated into the national five-year strategic plan. 
 
1.6  The Joint Commission International – (JCIA) American accreditation 
outside the US 
 
1.6.1  History 
 
The Joint Commission International was first established under the name, Joint Commission 
on Accreditation of Healthcare Organisations (JCAHO). Later in 1951, the Commission was 
renamed the Joint Commission on Accreditation of Hospitals (JCAH). However, the 
commission’s work was not applied until 1965. The US government decided in 1965 that a 
hospital that met the JCAH’s requirements automatically met the Medicare Conditions of 
Participation. The decision of the US government publicised and the commission, where many 
hospitals struggled to meet the JCAH’s requirements. 
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According to the Joint Commission International (2014), JCAH was established in 1951 by 
integrating the Hospital Standardisation programme with similar programmes such as those 
run by the American Medical Association and the American College of Physicians. In 1987 
the organisation was renamed the Joint Commission on Accreditation of Healthcare 
Organisations (JCAHO).  
 
Several years later, in 1998, The Joint Commission International was founded. Through its 
activities - publications, consultations, education programmes, and international accreditation 
- the Commission extended its work outside the United States by helping countries raise the 
quality of healthcare. The Commission achieved its objectives by engaging the public health 
agencies and international healthcare organisations, among others, in evaluation, improvisation 
and demonstration of the quality of healthcare as well as enhancing patient safety in sixty 
countries.  
 
The commission is a non-profit organisation mandated to evaluate and accredit hospitals in 
Asia, the Middle East, Europe and South America. According to the JCIA website, the 
commission had approved more than 375 hospitals by June 2012 throughout 47 countries 
worldwide. As expected, the standards of accreditation at the international level are not the 
same as those within the United States. According to an interview with the CEO of JCIA in 
2007, the standards used in the United States are  comparable but differ to the extent that they 
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are not applicable at the international level. Therefore, the Commission developed international 
standards that consider cultural sensitivity.  
 
According to JCIA (2014), a standards advisory panel consisting of thirteen experts from 
various professions, such as physicians, administrators, nurses and public policy experts, 
revised the JCIA accreditation standards. This revision of the accreditation standards was based 
on the following: comments from experts in the medical field, a literature review of quality 
healthcare practices, an evaluation of international standards, and the use of focus groups and 
healthcare experts from 16 countries. 
 
1.6.2  Operation 
 
Healthcare organisations are subject to a JCIA standards  accreditation process every three 
years, while laboratories are accredited every two years. The hospital findings established 
during the surveys are not made public. However, details such as the date of accreditation, the 
organisations’ accreditation decision, and the sectors recommendation for improvement are 
publicised. Accreditation is only awarded to organisations if they are deemed to meet all or 
almost all of the commission’s standards. 
 
According to Croskerry (2009), the unannounced survey is a paramount aspect of the JCIA 
accreditation process. An unannounced survey is an impromptu visit made by the JCIA to a 
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healthcare provider. In other words, the health facility is not informed of the commission’s 
intended visit to the premises. Unannounced surveys were first conducted on Jan 1st, 2006 
(Croskerry, 2009).  
 
However, the commission’s methods of operation have attracted critics in both the United 
States and the global arena. For instance, although 99% of the organisations visited by the 
Commission are accredited, several problems have been reported (Washington Post, 2007). 
Similar criticisms were expressed by the Boston Globe, which argued that the fact that 
healthcare professionals dominate the Joint Commission raises questions about the validity of 
their evaluations. Unlike in the United States, where the commission carries out unannounced 
surveys, surveys conducted at the international level must be communicated prior to the visit 
and often after the organisations have adequately prepared. 
 
As noted by Croskerry (2009), preparation for the Joint Commission Survey is a demanding 
process for any healthcare organisation. At the very least, the organisation must have a clear 
understanding of the current standards, investigate the current activities, align policies and 
procedures with JCIA’s standards, and commence improvements in sectors that do not comply 
with standards. In addition, the organisation must have been complying with the standards for 
a minimum of four months prior to the first survey. Further, the organisation must also comply 
with the applicable standards throughout the accreditation process. 
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1.6.3  Surveyors 
 
Concerning surveyors, the Commission recruits individuals with a strong background in 
healthcare services and those willing to work part-time with the accrediting body in addition 
to their original commitment. When conducting surveys, the surveyors travel to the healthcare 
premises to examine the facilities as well as the operational practices against the set standards 
and principles of performance. However, significant time and financial resources are spent by 
the healthcare providers in the purchase of equipment and training of staff in preparation for 
the JCIA survey. 
 
Although the Commission advocates for “evidence-based medicine” as one of its accreditation 
requirements, there is an absence of proof showing any notable improvement in quality as a 
result of the commission’s activities. In addition, literature showing no significant 
improvement or reduction in quality has been on the rise despite the demanding requirements 
of the Commission (Croskerry, 2009). In fact, an organisation seeking accreditation must pay 
the Commision a significant amount of money (£37,000), and  only after receiving a “passing 
grade”. 
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1.6.4  Mission 
 
The mission of the JCIA is continuous improvement of the quality of healthcare, in partnership 
with the stakeholders, by assessing the healthcare centres and encouraging them to excel in 
provision of quality, safe and effective care. The commission regularly updates the 
accreditation standards and extends the patient safety objectives and posts them on their 
website annually so they are  accessible to the public. 
 
The National Patient Safety Goals (NPSGs) were established to achieve specific improvements 
in patient safety. The Goals outline the areas of challenge and provide solutions based on 
evidence. The National Patient Safety Goals are used by the JCIA to promote and emphasise 
changes in patient safety in the majority of healthcare organisations participating in the surveys. 
For instance, the target of the 2009 NPSGs was the reduction in the spread of infections caused 
by multidrug-resistant organisms, surgical site infections (SSI) and cather-related bloodstream 
infections (CRBSI).  The CRBSI and SSI regulations apply to both ambulatory care surgery 
centres and hospitals. 
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1.7  National accreditation in the KSA - (CBAHI) 
 
The Central Board of Accreditation of Healthcare Institutions -CBAHI is the recognised body 
in the KSA mandated to accredit both private and public healthcare organisations. The CBAHI 
is a non-profit organisation that emerged from the Health Services Council. The primary 
purpose of the institution is to evaluate healthcare organisations and actuate the organisation’s 
compliance with the quality and patient safety standards developed by CBAHI for evaluation 
purposes. The CBAHI was established in 2001, although it officially started working in 2005 
under the directive of the MoH (Ministry of Health, 2005). 
 
CBAHI was established as a result of the success of the Makkah Region Quality Programme 
led by Prince Abdulmajeed Bin Abdul Aziz Al-Saud. Experts from various sectors in the KSA 
created the CBAHI standards: National Guard Health Services, MoH, Saudi ARAMCO and 
the private sector, among others. The standards were then approved by the Minister of Health 
in 2006. The Council of Health Services oversees the activities of CBAHI in an attempt to 
enforce the application of the quality standards in all healthcare organisations. 
 
1.7.1  Mission 
The organisation aims to raise the quality of healthcare in the KSA by providing support to 
healthcare organisations in implementing and certifying the healthcare standards, as well as 
patient safety. The Joint Commission for International Accreditation (JCIA) aims to be a 
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prestigious worldwide leader in medical care improvement. The JCIA strongly believes in 
teamwork and a holistic approach. Every member of the JCIAA is as relevant as any other 
member of the institution. Teamwork is highly encouraged. In addition, the institution is 
committed to excellence  achieved through dedication to conceptualisation and the use of 
creativity. In addition, the institution develops strategies and policies favourable to employees 
in-order to attract highly qualified professionals. In the same way, CBAHI (2015) pointed out 
that integrity is a crucial aspect of the JCIA commission. All the activities conducted by the 
JCIA Commission are according to the stipulated laws and regulations. In other words, the 
JCIA Commission operates in a professional manner. The stakeholders are highly respected by 
ensuring confidentiality, validity and reliability of the survey findings. 
 
1.7.2  Responsibilities 
 
CBAHI is tasked with developing national standards to protect the quality of medical care 
services offered in the KSA in both private and public healthcare facilities. The institution is 
also mandated to present certificates of accreditation to medical care organisations that meet 
the criteria and comply with the standards of the commission, as determined by the surveyors 
during the assessment visits. Further, the institution provides professional counselling, training 
and education as well as publications in order to assist the healthcare organisations in the 
process of implementation of the quality standards. CBAHI (2015) noted that CBAHI collects 
and conducts an analysis of medical errors, as well as conditions of patient safety in the country. 
The findings and recommendations are then shared with the stakeholders. 
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According to CBAHI (2015), The Central Board of Accreditation of Healthcare Institutions 
works together with relevant organisations in developing patient safety designs for healthcare 
providers. The designs developed stipulate the medical equipment standards to be used in 
hospitals and also show the qualifications for facilities used in healthcare, criteria for waste 
disposal, hygiene, and general maintenance of medical facilities.  CBAHI (2015) also noted 
that they present certificates of compliance to organisations that meet the standards. 
 
Another crucial role of CBAHI is to develop the criteria for classification of hospitals in order 
to determine the range of pricing in private hospitals (CBAHI, 2015). In addition, CBAHI acts 
as the official representative of the country, in conjunction with other relevant local and 
international bodies, in all medical workshops, conferences, meetings, exhibitions and research 
related to the quality of medical care services, hospital accreditation and patient safety at the 
local and international level. Furthermore, the institution sponsors both theoretical and applied 
research studies, and publishes journals and books regarding patient safety and quality of 
healthcare. 
 
The CBAHI also provides an objective evaluation mechanism for use by the public to compare 
medical care facilities, increase professional competition among healthcare providers and 
cooperate as well as integrate with relevant international and local institutions, associations or 
councils. Additionally, CBAHI has a significant responsibility to focus on the structure of 
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medical care reform, and outline improvements in service delivery and use of resources while 
building trust between stakeholders. 
 
The KSA CBAHI assists healthcare providers in offering quality and secure medical care 
services by collaborating with the Health Services Council during the design of the 
accreditation standards. Despite the demanding and exhaustive process of developing 
accreditation standards, CBAHI does not guarantee that the standards eliminate medical errors, 
nor does it guarantee that all patients will receive their right to good quality care without 
complication. However, the institution acknowledges the fact that hospitals within the KSA 
cannot be compared to world-class hospitals with immediate effect, but, with time, the hospitals 
will compete with the best global healthcare providers. As noted by the General Director of the 
CBAHI, the Commission hopes that the integration of the CBAHI standards together with a 
spirited commitment to adherence to the standards will result in a safer environment for the 
patients, visitors and healthcare professionals.  
 
1.8  Quality in healthcare  
 
Section 1.6 explained the accreditation process as a tool for improving the quality of healthcare 
in KSA. This section focuses on three main approaches to quality in healthcare.  Regulation of 
healthcare quality is a significant challenge for many governments, particularly due to the 
complexities involved in defining and assessing quality. Nevertheless, with developments in 
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the health sector and increasing attention on care outcomes, there was an early 
acknowledgement of the need to consider quality of care as a component of these reforms 
(Shaw, 2003). The definition and understanding of quality in healthcare varies from country to 
country (Colquhoun & Owen, 2012). This variation is a reflection of a shift in healthcare policy 
(such as from hospitals to primary care and networks) and in the understanding of what 
comprises quality in healthcare (Colquhoun & Owen, 2012). The particular tools applied in 
quality improvement depend considerably on national and local priorities,  as Thornlow & 
Merwin (2009) indicate, some concepts can be applied generally. For example, quality 
improvement can target systems (such as clinical indicators), processes (such as infection 
control), and strategies (such as health reforms). It is important to note that these concepts 
(strategies, systems and processes) are not in themselves tools for creating, evaluating or 
improving standards. Rather, they offer general frameworks upon which quality improvement 
can be achieved. 
The three main domains of quality in healthcare include quality assurance, quality 
improvement, and total quality management, all depending on the involvement of all members 
of the healthcare organisation.  
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1.8.1  Quality assurance 
 
Quality assurance is primarily concerned with meeting specified standards (Braithwaite et al. 
2010). In addition, quality assurance emphasises the definition of minimum standards of 
provision of healthcare services and the evaluation of the degree to which such standards are 
met. In situations where the defined standards have been met, no additional action is necessary 
(Baskind, Kordowicz & Chaplin, 2010). An example of a programme that applies the quality 
assurance approach is licensing.   
 
1.8.2  Quality improvement  
 
Quality improvement involves raising standards of care. It is a continuous process of 
performance evaluation, identification of strategies for improving performance, 
implementation of these strategies, and evaluation of the outcomes (Devkaran & O’Farrell 
2014).  Such a process must be integrated into the organisational culture of the healthcare 
institution.  
 
1.8.3  Total quality management 
 
The third domain that is prevalent in the literature on healthcare quality is total quality 
management. Total quality management is an approach to healthcare quality based on the 
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involvement of all members of the healthcare organisation (Colquhoun & Owen 2012). As 
indicated by Colquhoun and Owen (2012), the principal aim of total quality management is 
customer satisfaction. Total quality management denotes a comprehensive approach that 
connects all departments and processes at all levels of the organisation. As such, the elements 
of total quality management include routine management, standardisation, quality design, 
continued quality improvement, and quality assurance. Despite various studies lauding the 
importance of total quality management, Devkaran and O’Farrell (2014) found that the 
approach is difficult to sustain, especially in organisation-wide programmes.  
 
1.9  Quality of care measures 
 
The effectiveness of any hospital accreditation programme depends considerably on the 
measures used to assess care quality. Several scholars indicate that quality can be evaluated 
using the Donabedian model (Figure 1.4), which classifies quality measures according to three 
fundamental dimensions of structure, outcomes and process (Newhouse 2006; El-Jardali et al., 
2013; Flodgren et al., 2011). Quality measures are essentially tools that enable the evaluation 
of healthcare outcomes, processes, patient perceptions, systems, and organisational structures 
(Flodgren et al., 2011). These measures are important not only for accreditation, but also for 
quality improvement programmes. In healthcare, quality measurement involves the application 
of data to assess the performance of healthcare strategies and healthcare providers against 
established quality standards. The measures used in evaluating quality can take various forms. 
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Figure -1.4 Donabedian Model 
 
 
1.9.1  Structural quality measures 
 
Structural measures assess the infrastructure of healthcare settings, including doctor offices and 
hospitals, evaluating whether such care settings have the capability of delivering care (Kim, 
2011). Structural measures of quality include staff capabilities and facilities, policy 
environment for the delivery of care, and the existence of resources within the care institution. 
The main understanding in evaluating care through structural measures is that a good 
environment of care is important for care delivery and quality, and that providing the 
appropriate systems, good care is likely to follow. Structure is increasingly portrayed in the 
literature not only as the way hospitals and clinics are operated and organised, but also in the 
policies they develop and implement which influence the quality of care (Greenfield, Pawsey 
& Braithwaite, 2008). For instance, processes of promoting and monitoring quality and 
incentives for quality care can have  direct implications for the nature of the care delivered.   
Structure
OutcomesProcess	
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While structural measures may measure competence in one area of care, they do not 
conclusively measure the delivery of such care. For instance, in a study examining the measures 
of quality of care, Newhouse (2006) established that structural measures are mostly applied by 
insurance firms and care quality regulators to evaluate whether a facility possesses the 
necessary capacity to offer high quality care. Such structures can include systems for 
electronically placing orders for prescription drugs. Given the importance of structural 
measures on quality of care, such measures are often instrumental in the accreditation and 
certification of hospitals (Fonseca & Pomey, 2013). Nevertheless, despite the importance 
attached to structure as a source of information on hospital capacity, understanding the 
limitations associated to structural measures is crucial.  For instance, Fonseca and Pomey 
(2013) established that if a facility has the capacity to perform certain functions, this is not a 
representative of whether these functions actually occur. It can therefore be argued that 
structure offers just one aspect of the quality of healthcare.  
 
Moreover, structural measures do not indicate whether functions improve patient health. In 
other words, the fact that a hospital meets the required structural standards does not necessarily 
imply that the provider delivers care that improves patient health. For instance, some forms of 
accreditation require that the provider use electronic health records (Greenfield, Pawsey & 
Braithwaite, 2008). In such situations, the provider can procure the electronic health record, 
but continue using paper records. While such a provider may qualify for accreditation on the 
basis of meeting structural requirements, there is no improvement in quality of care. It is, 
therefore, important to consider process measures in evaluating quality. 
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With quality improvement focusing mainly on systems and how they function, there is a 
tendency to ignore individual hospital employees and their competence. Nevertheless, it is 
important to remember that while blaming individuals when things go wrong should be 
discouraged, employees still need to be carefully selected and developed. In highlighting the 
importance of focusing on staff competence, Greenfield and Braithwaite (2009) argue that even 
with the appropriate structures, competent staff are still needed for quality care. In addition, 
interpersonal skills have been highlighted as important to therapeutic relationships and can 
increase patient satisfaction and compliance. However, procedures for licensing health 
professionals are already outlined, by law, in many countries, and  healthcare organisations 
should assume the responsibility of continued training and development of their staff. 
Strategies for assessing clinical competence of healthcare staff include application and 
selection procedures (including the validation of current registration status, past history, and 
references), performance appraisal of individual employees, systematised periodic assessment 
of clinical appointment, and supervision of assistants and trainees (Newhouse, 2006). In Saudi 
Arabia, for instance, a Programme of Supportive Supervision comprises supervisory field visits 
to employees offering primary care, aimed at assessing performance, offering feedback, 
strengthening links, and promoting quality improvement. 
 
1.9.2  Process measures 
 
Process measures attempt to assess whether a patient has received the appropriate care. As 
indicated by Newhouse (2006), such measures are characteristically created based on the 
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known connection between processes and outcomes. For instance, in the event where the 
quality of care received by a diabetic patient is being assessed, one can evaluate whether the 
patient has gone through an annual funduscopic examination by a qualified ophthalmologist, 
or whether professional examination of the patient’s feet has been conducted annually 
(Montagu, 2003). The use of process measures is backed by studies (Flodgren et al., 2011; 
Greenfield & Braithwaite, 2009), demonstrating a connection between such processes and 
fundamental outcomes. By comparing what was done to what should have been done, 
assessment can be made regarding the proportion of time the set criteria were observed. 
 
Fundamentally, process measures are useful in determining the degree to which care providers 
consistently offered particular services to patients in line with established standards of care. As 
established by Kim (2011), these measures are often connected to treatments or procedures that 
are understood to improve health. Several scholars argue in favour of process measures 
(Flodgren et al., 2011; Greenfield & Braithwaite, 2009), with the chief premise being that care 
providers can access clear and functional feedback with clear recommendations on improving 
the quality of care. Nevertheless, there is a need for caution due to problems associated with 
overreliance on process measures to track care performance and manage provider incentives. 
For instance, process measures do not cover important areas of care such as the appropriateness 
of care provided or whether the care provider coordinated treatment for patients with mental 
and physical illness (Baskind, Kordowicz & Chaplin, 2010).  
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In addition, existing process measures often focus on preventive care and the management of 
chronic illnesses, which can remove attention from other quality components that are more 
difficult to measure. Components of quality that are difficult to measure include organisational 
culture and teamwork (Paccioni, Sicotte & Champagne, 2007). Thornlow and Merwin (2009)  
indicate that process measures may not capture the actual quality of the care offered. For 
instance, a measure that examines what percentage of patients that smoke have acquired 
smoking cessation advice  is likely to yield the same outcome irrespective of the nature of the 
advice (whether the advice was a brief admonition to quit or a detailed conversation on how to 
overcome smoking and the available support). 
 
1.9.3  Outcome measures 
 
Unlike process and structure measures, outcome measures assess the health of the patient as a 
consequence of the care they obtained. Outcome measures particularly examine the effects 
(unintended and intended) that care has had on the health of the patient, as well as on the 
patients’ functionality (Montagu, 2003). Outcome measures also examine whether or not the 
objectives of care have been achieved. Instead of relying on the processes and structures of 
care, outcome measures actually examine the results, often assessing mortality, morbidity or 
incidence of disease and quality of life issues connected to health.  
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However, it is important to note that outcome measures also have their limitations. For instance, 
Salmon et al. (2003) note that while outcome measures usually include patient-reported 
information regarding their level of satisfaction with the care obtained, these measures fail to 
evaluate the full degree of the patients’ experience. In addition, developing outcome measures 
can be difficult. Gathering sufficient data to obtain useful information can be challenging 
(Salmon et al., 2003). For example, there are social determinants of health that impact health 
outcomes which are beyond the control of hospitals, such as economic opportunity, social 
support, and access to safe housing.  
 
A health outcome that has received considerable attention in the recent past is preventable 
adverse events. According to the Institute of Medicine (2001), approximately 98,000 people 
worldwide die each year due to medical errors in health facilities. Such disturbing figures 
highlight the importance of patient safety measures in quality improvement. Identification and 
reduction of adverse patient events can be conducted as a component of continued quality 
improvement and in compliance with accreditation requirements. Studies of adverse events in 
healthcare institutions (including those that lead to patient injury and delay discharge), indicate 
that hospitals in developed countries give more attention to risk management (Barker et al., 
2002). Thus, incident reports can offer hospitals an opportunity to improve and make necessary 
changes.  
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1.10  Importance of healthcare accreditation 
 
According to the JCIA (2014), hospital accreditation increases market competitiveness. The 
JCIA awards accreditation certificates to healthcare organisations that comply with set 
standards. The certificate awarded is made public for the stakeholders to see, which facilitates 
the building of trust between patients and the healthcare provider. However, unaccredited 
organisations do not get this certificate of compliance, and often lose customers to the 
accredited institutions. In MoH hospitals in KSA, the situation may vary because the service is 
provided free for all citizens. Moreover, the trial and error strategy make the accreditation one 
of the tools that the MoH is trying to use to improve the quality of healthcare in KSA. As noted 
by Qureshi et al. (2010), the certificate of compliance is a key indicator of the quality of 
services offered as well as the level of safety of the patients. Therefore, many patients prefer 
accredited organisations, a situation which motivates the unaccredited organisations to improve 
the quality of their services in order to compete favourably in the market. However, this only 
applies to the private sector, as public healthcare organisations are financed by the government. 
 
Healthcare accreditation enhances risk management as well as risk reduction (Carroll, 2009). 
As noted by the JCIA (2013), The Joint Commission standards advocate for quality 
improvement strategies that assist the healthcare providers in continuously improving patient 
safety and quality of services. Improved quality and patient safety ensures reduced risk to 
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harmful objects within the health organisation’s environment. In addition, compliance with the 
CBAHI standards may significantly reduce medical error (AlKhenizan and Shaw, 2010). 
 
Healthcare accreditation reduces liability and insurance costs. According to Dickson and 
Nicklin (2009), an unsafe patient-environment presents a high risk of accident. Although 
insurance covers much of the damage caused during accidents, it does not pay for damages 
caused by non-compliance with the law, therefore in such cases the organisation may suffer 
enormous losses. However, JCIA and the CBAHI standards ensure that the hospital working 
environment is safe for both practitioners and patients, thus reducing the likelihood of accident. 
 
Although JCIA is a non-profit organisation, the Commission provides  continuous support to 
the accredited organisations in terms of staff education, professional advice and counselling. 
In addition, the JCIA’s surveyors are well-trained and experienced healthcare professionals 
with an extensive knowledge of health-related issues. Therefore, the surveyors provide 
professional advice and quality services during site surveys. Although the surveyors have 
different healthcare backgrounds, they are only assigned to accreditation programmes that 
match their skills. This further ensures that the services offered by the hospitals are reliable and 
valid. 
 
It is stated that healthcare accreditation improves an organisation’s ability to attract qualified 
and talented employees, who prefer to work in an accredited institution (JCIA, 2013). Further, 
  
 
Chapter One Setting the Scene 
 
42 
accredited organisations present opportunities to employees to improve their knowledge and 
skills. In addition, healthcare accreditation is increasingly becoming a requirement for many 
insurance companies. Therefore, obtaining a certificate of accreditation ensures that an 
organisation is eligible for insurance reimbursement and, in some cases, the awarding of a 
contract or tender bid. 
 
Healthcare accreditation reinforces the confidence of the community in the quality of 
healthcare services and the safety of the patients. As noted by Almasabi (2013), accreditation 
sends a strong message to the stakeholders regarding the organisation’s commitment to 
providing quality and safe services. In addition, hospital accreditation provides a structure for 
organisational management. The process of accreditation not only entails preparation for the 
survey visit, it also maintains a high level of compliance with the current standards. However, 
the JCIA provides guidance and support to an organisation in improving the quality of 
healthcare services. 
 
Health accreditation prevents unnecessary use of resources by ensuring full compliance with 
laws and regulations. The JCIA and CBAHI standards are designed in such a way that they 
ensure maximum patient safety and stipulate the path toward achieving quality healthcare. 
Therefore, compliance with these standards ensures compliance with the majority of other 
standards. 
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Further, hospital accreditation provides concrete resources to strengthen and maintain 
performance excellence. The Leading Practice Library provides a wide range of good practices 
submitted by the accredited hospitals. In addition, The Targeted Solutions Tool, an interactive 
online tool provided by the Joint Commission Centre for Transforming Healthcare (JCIA, 
2014), enables the certified institutions to measure their performance and develop customised 
solutions to healthcare challenges.  
The active participation of an organisation in the accreditation process sends out a strong 
message to crucial decision-makers and the public, bearing in mind the dynamic nature of 
today’s healthcare environment. Accreditation institutions are positioned in a unique manner, 
so as to provide a detailed analysis of the challenges and successes encountered by healthcare 
providers. Furthermore, accreditation institutions identify common subjects during the 
provision and delivery of the medical care services. In addition, the findings made during the 
accreditation process can be used as  leverage for the government, policy makers and healthcare 
providers, thus contributing to improved decision-making and continuous quality improvement 
processes.  
 
According to Almasabi (2013), the KSA is endowed with one of the best healthcare services 
in the Middle East region, and was one of the first countries to adopt a healthcare sector 
accreditation programme in forming the Central Board of Accreditation for Healthcare 
Institutions (CBAHI) in 2005 (Al-Qahtani et al., 2012). As part of the accreditation process, 
the hospital data is collected using indicators.   
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Hospital indicators are part of a Clinical Auditing Programme implemented in 2009 in order to 
measure the performance of MoH Hospitals and primary healthcare facilities in Saudi Arabia. 
The aim of the programme was to increase healthcare quality to a level on par with the best in 
the world. A highly qualified auditing team was chosen to implement this programme through 
an objective method of collecting, validating and analysing periodic data.  
 
This programme measures 49 indicators in accredited and non-accredited hospitals, covering 
all hospital aspects.  Out of the total number (270) of Ministry of Health (MoH) hospitals in 
the KSA, to date, 52 hospitals have been accredited by the national accreditation body, the 
Central Board for Accreditation of Health Institutions (CBAHI), and 23 have been accredited 
by the international accreditation body, the Joint Commission International (JCIA)(MoH, 
2013) (Figure 1-5). 
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Figure -1.5 Number of MoH hospitals and their accreditation 
 
However, despite efforts to streamline the operation of the Saudi Arabian healthcare sector and 
improve the delivery of healthcare, little is known about the actual impact of these accreditation 
programmes in accredited KSA hospitals. Furthermore, the differences between accredited and 
non-accredited hospitals have yet to be evaluated, even though accreditation has implied 
positive effects on quality of healthcare, as addressed in the global literature (Alkhenizan & 
Shaw, 2011).  
 
An initial literature search revealed a dearth of published studies about the relationship between 
accreditation and the quality of healthcare in Saudi Arabia. However, an extensive literature 
search indicated that there were no published articles that combine qualitative and quantitative 
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data to determine whether there is a relationship between the accreditation system and the 
improvement of healthcare in Saudi Arabia. Moreover, there was no evidence of any 
comparative study undertaken between accredited and non-accredited hospitals. It is evident 
that this area remains under-researched in Saudi Arabia and needs to be investigated further. 
Therefore, the purpose of this research is to address a gap in the literature, as this will be the 
first study in the KSA to explore and understand the potential differences between accredited 
and non-accredited hospitals and determine the key areas of influence on the overall quality of 
care indicators.  
 
1.11  Conclusion  
 
This chapter has set the context of the study by identifying the background and intended 
research topic. The researcher’s profile and interest in this area of research has also been 
covered. The demographic and socio-economic status of Saudi Arabia, the structure of 
healthcare system, the standard of healthcare in Saudi Arabia, hospital accreditation in Saudi 
Arabia, The Joint Commission International, National Accreditation in KSA, quality in 
healthcare and quality of care measures have all been discussed in detail in this section.  
Finally, the chapter deliberates the quality of healthcare programmes in Saudi Arabia and the 
accreditation system, as approved in the Ministry of Health in Saudi Arabia. The following 
chapter presents findings from a literature review which has addressed literature concerning 
the study topic.  
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2 Chapter Two: LITERATURE REVIEW   
2.1 Introduction 
 
The previous chapter introduced the background and set the scene relating to how critical the 
role of quality in healthcare is to the KSA. It also discussed the demographic and socio-
economic status of the KSA and the structure of the healthcare system, as well as the need for 
a measurable system for accrediting healthcare. In addition, the previous chapter discussed the 
influence of internationally acclaimed accreditation systems in the KSA. The chapter also 
outlined the aim of this research, and noted the evidence gap and the need to examine the 
quality differences in healthcare between accredited and non-accredited healthcare providers 
in the KSA.  
 
The focus of this chapter is to critically review the currently available literature that has 
explored the impact of accreditation systems on the quality of healthcare. The major purpose 
of this review is three-fold: 
To identify, review and critique the methodology of relevant studies that have explored the 
differences between accredited and non-accredited hospitals. 
Describe and synthesise the findings from previous studies on the effectiveness of accreditation 
in improving quality of healthcare. 
Identify further gaps in the literature relating to the impact of accreditation in improving 
healthcare. 
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This chapter is structured so as to cover three main areas of the study. Firstly, it describes the 
methodology of the review, including searches.   It then discusses and synthesises the findings. 
Lastly, it discusses and identifies the gaps in the literature and the limitations of this review.  
The review process followed a protocol developed by the Centre for Reviews and 
Dissemination of the University of York (2008). The review question which guided this review 
was: Does hospital accreditation have impact on health care outcomes? 
 
2.2 Search strategy 
 
2.2.1 Initial search 
 
The search strategy adopted in retrieving available evidence is a key component of the literature 
review process. In order to ensure that all the relevant literature is retrieved and to minimise 
bias in the review process, a systematic approach was adopted in searching the various sources 
(Briggs, 2008; CRD, 2008). three search techniques were used in identifying studies which 
explored the impact of accreditation systems on the quality of healthcare worldwide. The first 
step involved a comprehensive search of the relevant databases. The search terms were 
combined and searched in the various databases using the boolean operators “OR” and “AND” 
and the use of the wildcards and truncations to broaden the search, increase the precision of the 
search, and retrieve all available studies on the topic (Brettle, 2008; Brettle and Grant, 2003; 
Hart, 2001), as shown in Appendix 1. The combined search of the various databases yielded 
an initial search result of 255 hits that included abstracts, conference proceedings, reviews and 
full texts of journal articles. A further refinement of the search using specific search terms, 
limiting the search to full texts, those in the English language only, and articles published 
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between 2002 and 2015, resulted in a reduction of the result to 65 (see Appendix 1) articles 
which were further scanned to ensure they met the inclusion criteria, as stated below. This 
yielded 22 articles that met the pre-set inclusion criteria for the review. 
 
2.2.2 Updated search 
 
A new search was conducted in June 2018.  This updated search was undertaken in order to 
retrieve any new studies published between 2015 and 2018 or any study that could possibly 
have been missed during the initial search. This search yielded a further 12 studies in addition 
to the initial 22. Thus, 34 studies in total were included in the systemised review.  
 
2.2.3 Inclusion criteria 
 
The criteria for inclusion included: 
• Studies published between 2002 and 2018. This was necessary to ensure that only 
current studies were included in the review. 
• Studies exploring the impact of accreditation on the quality of healthcare. 
• Studies published in the English language only. This was necessary to avoid mistakes 
in the interpretation of the study reports.  
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2.2.4 Search terms 
 
The following broad terms were used for the search were: accreditation, certification, licensing, 
quality improvement, quality of healthcare, patient outcomes, and hospitals. Relevant specific 
terms used were as follows:  hospital accreditation, non-accreditation of hospitals, quality of 
healthcare, quality of patient care, patient healthcare outcomes (see Table 2-1 for details). 
Table 2-1 Search terms 
 
2.2.5 Sources 
The databases searched included: 
• Cumulative Index to Nursing and Allied Health Literature (CINAHL) 
• MEDLINE (EBSCO) 
• Cochrane Library 
• PubMed Central 
• Psych Info  
• Searches also included the websites of various national and international accreditation/ 
certification agencies, including the MoH. 
 
SEARCH 
KEY WORD 
CONCEPT 
AND 
CONCEPT 
AND 
CONCEPT 
AND 
CONCEPT 
AND 
Subject Term Accreditation 
OR 
Healthcare 
OR 
Quality 
improvement 
OR 
Measurement 
OR 
Subject Term Certification 
OR 
Hospital care 
OR 
Total quality 
OR 
Indicator 
OR 
Subject Term Licenses Patient care 
 
Quality assurance Clinical Audit 
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2.2.6 Hand searching 
It was not practically feasible to carry out a hand search of the journals due to the diversity of 
location of the studies published on the topic of research. However, a hand search of the 
references of books and journal articles was conducted in order to retrieve further relevant 
published studies. 
 
2.2.7 Grey Literature  
The term ‘grey literature’ describes studies that at present remain unpublished. Although it is 
very difficult to identify unpublished research, it clearly remains an important aspect of a 
literature review. A search of thesis databases to identify other authors working in the same 
area was also conducted. The grey literature retrieved via the websites is listed in Table 2-2 
below. 
 
Table 2-2 Grey Literature 
Name of Host Link 
Grey literature in Europe  http://www.opengrey.eu/ 
Zetoc Informing research http://zetoc.jisc.ac.uk/ 
E- theses online service http://ethos.bl.uk/Home.do 
Saudi Central Board for 
Accreditation  
http://www.cbahi.gov.sa/ 
Joint commission international  http://www.jointcommissioninternational.org/ 
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2.3 Results of the Search  
 
2.3.1 Overview 
 
Thirty-four primary studies published between 2002 and 2018 which met the inclusion criteria 
were identified. Five of the studies were carried out in the KSA;  four were carried out in the 
United States; two  in each of the United Kingdom, Denmark, Canada, Australia, Lebanon, and 
Brazil; and one in each in the following countries:  Egypt, Philippines, Japan,  Singapore, 
Turkey, United Arab Emirates, Iran, South Africa, Netherlands; Germany, Palestine, and  
Jordan. One study was undertaken within health institutions in the following seven European 
countries: Czech Republic, France, Germany, Poland, Portugal, Spain, and Turkey (Shaw et 
al., 2014). A full description of the 34 studies is shown in Table 2-3. 
 
2.3.2 Study aims 
 
The studies combined various aims to investigate a particular research question. The aims 
overlapped across the 34 studies, but their focus was uniquely on accreditation of healthcare 
facilities and the impact on various clinical measures. There was a clear aim to assess or 
evaluate the impact of accreditation on different aspects of quality of care.  
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2.3.3 Sample and sampling method 
 
Most of the studies covered in this review included human subjects as patients, nurses and 
physicians, focusing on reviews of hospital records and particularly data on patient outcomes. 
A majority of the studies did not report on the sampling approach utilised in the recruitment of 
the study participants, and only five of the studies provided clear information on the sampling 
techniques used (Salmon et al., 2003; Al Qahtani et al., 2012; Saut et al., 2017; Barghouthi and 
Imam, 2018; Hijazi et al., 2018). The sampling techniques used in these studies included 
consecutive sampling (Al Qahtani et al., 2012), convenience sampling (Saut et al., 2017; 
Barghouthi and Imam, 2018), and stratified sampling (Hijazi et al., 2018). 
 
2.3.4 Data extraction 
 
Data extraction in a systematic review is the process by which researchers obtain relevant 
information on the characteristics and findings of each of the studies included in the review. 
According to the CRD (2008), data extraction requirements vary from review to review, 
however, the data extraction forms should be tailored to reflect the review question. A data 
extraction sheet helps researchers to identify what type of data to extract from the studies, 
which helps to minimise bias (CRD, 2008). A data extraction sheet was generated for the 
studies included in this review to present all the necessary information considered in the review, 
as shown in Table 2-3. 
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Table 2-3 Summary of the studies. 
 
PROMOTION OF QUALITY OF PATIENT CARE STUDIES 
Author and 
Country 
Aim of study Study design and sample Results 
Juul et al. 
(2005) 
Denmark 
To examine the availability 
and quality of clinical 
guidelines on perioperative 
diabetes care in hospital 
units before and after a 
randomised clinical trial 
(RCT) and international 
accreditation. 
Case study. 51 units (38 
surgical and 13 
anaesthetic) in nine 
hospitals participating in 
a RCT in the greater 
Copenhagen area. 
The proportion of units with guidelines increased from 24/51 (47 
percent) units before the trial to 38/51 (75 percent) units after the 
trial. Among the 27 units without guidelines before the trial, 
significantly more accredited units compared to non-accredited 
units had a guideline after the trial (9/10 (90 percent) compared to 
5/17 (29 percent)). The quality of the systematic development 
scale and the clinical scales improved significantly after the trial 
in both accredited units (both p, 0:001) and non-accredited units 
(both p, 0:02). Improvement of the systematic development scale 
was significantly higher in accredited units compared to non-
accredited (p, 0:01). 
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Peabody et al. 
(2008) 
Philippines 
 
To examine the effectiveness 
of accreditation in 
ensuring or promoting the 
quality of inpatient, 
paediatric care 
Case scenario. 
Three physicians selected 
from each of 30 
paediatric hospitals.  
The authors reported that national level accreditation by a 
national insurance program influences quality of care. Similarly, 
they reported that their data show that insurance payments have 
a similar, strong impact on quality of care. However, these 
results suggest that accreditation alone may not be sufficient to 
promote high quality of care. Further improvements may be 
achieved with properly monitored and well-designed payment or 
incentive schemes. 
Tan et al. 
(2004) 
Singapore 
To identify changes in the 
quality indices of our 
cervico-vaginal cytology 
service preceding and 
following laboratory 
accreditation by the College 
of American Pathologists in 
2000. 
Comparison between 
cervico-vaginal cytology 
data from 1997 before 
accreditation and data 
from 2001 after 
accreditation.   
An increased awareness of quality-related issues and 
participation in intra-departmental consultation/diagnostic 
seminars, all part of the accreditation process, have very likely 
contributed to the modest improvements identified in the 
cytology service. 
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Miller et al. 
(2005) 
USA 
To critically examine the 
association between JCAHO 
accreditation scores and the 
evidence-based AHRQ IQIs 
and PSIs. 
Hospital accreditation 
and performance data for 
the years 1997 to 1999 
which were obtained 
from the JCAHO. 
Most institutions scored high on JCAHO measures despite 
IQI/PSI performance variation with no significant relationship 
between them. Principal component analysis found one factor 
each of the IQIs/PSIs that explained the majority of variance on 
the IQIs/PSIs. Worse performance on the PSI factor was 
associated with worse performance on JCAHO scores (P = .02). 
No significant relationships existed between JCAHO categorical 
accreditation decisions and IQI/PSI performance. 
Kwon et al. 
(2013) 
USA 
To examine how much of the 
impact of the Centres for 
Medicare and Medicaid 
Services’ national coverage 
decision (NCD) on bariatric 
surgery was driven by the 
restriction of reimbursements 
Retrospective cohort 
study design. Sample 
involved 84620 patients 
who underwent bariatric 
surgery. 
The total number of bariatric procedures, laparoscopic Roux-en-
Y gastric bypass and laparoscopic adjustable band procedures 
increased from 42.9% and 3.1% pre-NCD, to 64.5% and 19.7% 
post-NCD, respectively. In the COEs, there were reductions in 
inpatient mortality (.3% to .1%; P ¼ .02), 90-day re-operations 
(.8% to.5%; P ¼ .006), complications (36.4% to 27.6%; P o 
.001), and re-admissions (10.8%to8.8%; P o .001), while 
payments remained similar ($24,543 _ $40,145 to$24,510 _ 
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to Centres of Excellence. 
(COE). 
$37,769; P ¼ .9). After distinguishing   temporal trend sand 
differences occurring at non-COEs, 90-day re-operation (0.8%; P 
¼ .02) and complication rates (2.7%; P ¼ .01) were lower at the 
COEs after the NCD. 
Almasabi and 
Thomas 
(2016) 
Kingdom of 
Saudi Arabia 
To develop an understanding 
of the impact of CBAHI on 
the quality of care in Saudi 
Arabia. 
Mixed-method study 
design involving surveys, 
documentary analysis 
and semi-structured 
interviews.  
Although some improvements in procedure were recognised, 
CBAHI does not monitor the continuity of healthcare delivery 
and had no effect on quality outcomes in our analysis. 
Pomey et al. 
(2010) 
Canada 
To evaluate how the 
accreditation process helps 
introduce organisational 
changes that enhance the 
quality and safety of care. 
Retrospective case study 
design. Five Healthcare 
organisations with 
different accreditation 
statuses. 
Although accreditation itself was not necessarily the element that 
initiated change, the accreditation process was a highly effective 
tool for (i) accelerating integration and stimulating a spirit of 
cooperation in newly merged HCOs; (ii) helping to introduce 
continuous quality improvement programs to newly accredited 
or not-yet-accredited organisations; (iii) creating new leadership 
for quality improvement initiatives; 
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(iv) increasing social capital by giving staff the opportunity to 
develop relationships; and (v) fostering links between HCOs and 
other stakeholders. 
Devkaran 
and 
O`Farrell 
(2015) 
United Arab 
Emirates 
To examine the impact of 
healthcare accreditation on 
hospital quality measures. 
Interrupted time series 
analysis - a type of quasi-
experimental research 
design. 
The study findings showed that preparation for the accreditation 
survey results in significant improvement, as 74% of the 
measures had a significant positive pre-accreditation slope. 
Accreditation resulted in a larger significant negative effect 
(48% of measures) than  positive effect (4%) on the post 
accreditation slope of performance. Similarly, accreditation had 
a larger significant negative change in level (26%) than  positive 
(7%) after the accreditation survey. Moreover, accreditation had 
no significant impact on 11 of the 27 measures. However, there 
is residual benefit from accreditation three years later, with 
performance maintained at approximately 90%, which is 20 
percentage points higher than the baseline level in 2009. 
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Al Awa et al. 
(2011) 
Kingdom of 
Saudi Arabia 
 
To determine if the 
accreditation process has a 
positive impact on patient 
safety and quality of care. 
Retrospective and 
prospective study design. 
A total of 119 
performance indicators 
were collected through 
various processes. 
Accreditation had a positive impact on patient safety and quality 
of care indicators.  
Braithwaite 
et al. (2010) 
Australia 
 
To determine whether 
accreditation performance is 
associated with self-reported 
clinical performance and 
independent ratings of four 
aspects of organisational 
performance. 
Independent blinded 
assessment. 19 health 
service organisations 
employing 16448 staff 
treating 321289 
inpatients and 1971087 
non-inpatient services 
annually, representing 
approximately 5% of the 
Accreditation performance was significantly positively 
correlated with organisational culture (rho¼0.618, p¼0.005) and 
leadership (rho¼0.616, p¼0.005). There was a trend between 
accreditation and clinical performance (rho¼0.450, p¼0.080). 
Accreditation was unrelated to organisational climate 
(rho¼0.378, p¼0.110) and consumer involvement (rho¼0.215, 
p¼0.377). 
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Australian acute 
healthcare system. 
Murphy et al. 
(2013) 
UK 
To track electroconvulsive 
therapy (ECT) clinics’ 
compliance with standards 
for the administration of 
ECT before and after the 
introduction of the 
Electroconvulsive Therapy 
Accreditation Service 
(ECTAS) in 2003. 
Retrospective audit data 
analysis of 10 ECT audit 
standards. 
The authors reported that there were continuous improvements 
since the introduction of the accreditation service in compliance 
with all 10 ECT audit standards, whether measured annually or 
by accreditation cycle. However, the authors noted that  these 
improvements have not been linked to changes in clinical 
outcomes. 
Baskind et al. 
(2010) 
UK 
To explore the effects of a 
standards-based, peer 
review, accreditation model 
on standards of care in acute 
Study design was not 
clearly stated. However, 
data were collected via 
semi-structured 
telephone interviews 
16 wards enrolled: four achieved immediate accreditation, and 
11 subsequent accreditation. The most common reasons for 
initial failure of accreditation were lack of psychological 
therapies or 1:1 time for patients, and presence of ligature points. 
Ward staff perceived the accreditation process to improve 
Chapter Two: Literature Review 61 
inpatient wards and explore 
how staff achieved change. 
(completed 8 times). 
Staff from the 11 wards 
receiving subsequent 
accreditation were 
interviewed to determine 
what processes had 
enabled accreditation. 
communication, give power to negotiate for resources, clear 
guidance on how to practice, rewarded good practice, and led to 
additional unrelated improvements in care. 
Chen et al. 
(2003) 
USA 
To examine the association 
between JCAHO 
accreditation of hospitals, the 
quality of care provided by 
these hospitals, and survival 
rates among Medicare 
patients hospitalised for 
acute myocardial infarction. 
No clearly stated study 
design. However, a 
hospital seeking to obtain 
JCAHO accreditation is 
visited every three years 
by a survey team that 
observes hospital 
operations, conducts 
interviews, and reviews 
Hospitals not surveyed by JCAHO had, on average, lower 
quality (less likely to use aspirin, beta-blockers, and reperfusion 
therapy) and higher 30-day mortality rates than the surveyed 
hospitals. However, there was considerable variation within 
accreditation categories in quality of care and mortality among 
surveyed hospitals, which indicates that JCAHO accreditation 
levels have limited usefulness in distinguishing individual 
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medical documentation 
for compliance with a set 
of standards in 45 
performance areas. 
performance among accredited hospitals. These findings support 
current efforts to incorporate quality of care in accreditation 
decisions. 
Salmon et al. 
(2003) 
South Africa 
To examine the impact of an 
accreditation program on: (a) 
the standards identified for 
measurement and 
improvement by the 
accrediting 
organisation (in this case, 
COHSASA), and (b) quality 
indicators developed by an 
independent research team. 
The study design was a 
prospective, randomised 
control trial with 
hospitals as the units of 
analysis. The study used 
survey data from the 
COHSASA accreditation 
program and quality 
indicator data collected 
by an independent 
research team from 53 
public sector hospitals. 
The authors reported that two years after accreditation began, the 
study found that intervention hospitals significantly improved 
their average compliance with COHSASA accreditation 
standards from 38 percent to 76 percent, while no appreciable 
increase was observed in the control hospitals (from 37 percent 
to 38 percent). This improvement of the intervention hospitals 
relative to the controls was statistically significant and seems 
likely to have been due to the accreditation program. However, 
with the exception of nurse perceptions of clinical quality, the 
independent research team observed little or no effect of the 
intervention on the eight quality indicators. 
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Yildiz and 
Kaya (2014) 
Turkey 
To evaluate the perceptions 
of nurses about the impact of 
accreditation on quality of 
care and to analyse the 
impact of the accreditation 
on quality results. 
 
A cross-sectional, 
questionnaire-based 
survey on 258 nurses that 
started working in the 
hospital before it was 
accredited, who 
continued to work during 
and after accreditation 
and therefore 
experienced both the 
hospital’s pre-
accreditation and post-
accreditation periods. 
It was found that nurses had generally high scores for the items 
concerning the benefits of accreditation. There was a statistically 
significant positive correlation between the dependent variable 
(quality results) and the independent variables (benefits of 
accreditation and participation of employees). Regression 
analysis indicated that R 2 ¼ 0.461 and the extent to which the 
independent variables explained the dependent variable was 46.1 
percent, which is a high rate. Patient satisfaction scores increased 
after accreditation. 
Bogh et al. 
(2016) 
Denmark 
To evaluate the changes over 
time in quality of hospital 
care in relation to the first 
A multi-level 
longitudinal stepped-
wedge survey design. 
The quality of care in the hospital improved over time 
throughout the period of the study (OR = 1.002 per week; 95% 
confidence interval [CI]: 0.997– 1.006). In comparing the post-
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accreditation cycle in 
Denmark. 
Data were gathered from 
25 public hospitals in 
Denmark.  
accreditation period to the accreditation period, the authors 
found a significantly reduced trend (OR=0.994 per week; 95% 
CI: 0.988-0.999). This therefore indicates that the quality of care 
continued to improve but at a lower rate than during the 
accreditation period.  
Shaw et al. 
(2014) 
Seven 
European 
countries: 
Czech 
Republic, 
France, 
Germany, 
Poland, 
Portugal, 
Spain, and 
Turkey. 
To explore the impact of 
certification and/or 
accreditation on quality 
management activities in 
four clinical service levels 
across seven European 
countries. 
A cross-sectional, mixed-
method and multi-level 
study design was used in 
the in the study. 73 acute 
care hospitals located in 
the seven participating 
countries were involved 
in the study. 
Both accreditation and certification were found to be positively 
associated with the clinical leadership systems for patient safety, 
but not with clinical practice. Both systems promote structures 
and processes, which support patient safety and clinical 
organisation but have limited effect on the delivery of evidence-
based patient care. 
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van Doorn-
Klomberg et 
al. (2014) 
Netherlands 
To examine the impact of 
accreditation on the quality 
of care in diabetes, COPD 
and cardiovascular disease 
patients. 
A comparative 
observational study that 
involved 138 Dutch 
family practices was 
used.  
The authors found improvements in the quality of primary care 
given to the patients. However, few of the indicators could be 
attributed to the accreditation programme. 
(26)  Saut et 
al. (2017) 
Brazil 
To assess the impact of 
accreditation programs on 
Brazilian healthcare 
organisations. 
No clear research 
designs. However, 
convenience sampling 
was used in recruiting 
quality managers in 141 
Brazilian healthcare 
organisations.  
A significant and moderate correlation was found between the 
status of accreditation and patient safety activities, policies and 
strategies, quality management activities and the involvement of 
professionals in the quality management programmes.  
 
 
Hogden et al. 
(2017) 
Australia 
To explore the views of 
experienced residential aged 
care staff on factors 
influencing quality of 
No clear research 
designs. However, a 
focused group approach 
was used involving 66 
The accreditation programme was perceived to maintain the 
minimum standards of quality throughout regulatory and social 
change. However, participants reported that accreditation lacks 
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residential aged care, and the 
roles and influence of an 
aged care accreditation 
programme.  
care staff from 11 care 
facilities.  
the capacity to explicitly promote or enhance the quality of life 
of the residents.  
El-Jardali et 
al. (2008) 
Lebanon 
To assess the perceived 
impact of accreditation on 
the quality of care from 
nurses` perspectives. 
A cross-sectional survey 
design was used. A total 
of 1048 registered nurses 
from 59 hospitals were 
involved in the study. 
Data were elicited using 
questionnaires. 
The nurses perceived improvement in quality of care as a 
result of accreditation.  
Algahtani et 
al. (2017) 
Kingdom of 
Saudi Arabia 
To explore the perceptions of 
health professionals on the 
impact of JCIA accreditation 
and implementation of 
A cross-sectional survey 
design was used for the 
study. The study sample 
comprised of 901 
healthcare professionals. 
From the perceptions of the health professionals, accreditation 
had a positive impact on the process and implementation of 
change in the hospital, which resulted in improvement to the 
delivery of patient care and other health services. 
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change towards the delivery 
of quality patient care. 
Hijazi et al. 
(2018) 
Jordan 
To examine the impact of 
applying quality 
management practices on 
patient centeredness within 
the context of healthcare 
accreditation, and to explore 
the differences in the views 
of various healthcare 
workers regarding the 
attributes affecting patient-
centred care. 
A cross-sectional survey 
design was used for the 
study. A total of 829 
clinical/non-clinical 
hospital staff members 
were included in the 
study. 
Perceiving the importance of the hospital’s engagement in 
the accreditation process was shown to be relevant to the 
administrators (gamma = 0.96), nurses (gamma = 0.80), as well 
as to doctors and other health professionals (gamma = 0.71). 
However, the administrator staff (gamma = 0.31) were less 
likely to perceive the influence of measuring the quality 
improvement outcomes on the delivery of patient-centred care 
than nurses (gamma = 0.59),  doctors and other healthcare 
providers (gamma = 0.55). 
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INFECTION CONTROL STUDIES 
Author and 
Country 
Aim of study Study design and sample Results 
Al Tehewy et al.  (2009) 
Egypt  
To determine the effect of 
accreditation of NGO health units 
on patient satisfaction and provider 
satisfaction, and to determine the 
output of accreditation of NGO 
health units on compliance to 
certain accreditation standards.  
Quasi-experimental cluster 
study. 30 units already 
submitted for accreditation and 
30 pair-matched units not 
programmed for accreditation.  
The patients in the 
accredited health units 
expressed significantly 
higher satisfaction scores 
compared with the control 
group regarding cleanliness, 
waiting area, waiting time 
and unit staff, as well as 
regarding overall 
satisfaction after adjusting 
the effects of age, gender 
and education. Intervention, 
mean (SE) = 90.4 (1.07) 
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 PATIENT SAFETY STUDIES  
Author and 
Country 
Aim of study Study design and sample Results 
Miller et al. 
(2005) 
USA 
To critically examine the 
association between JCAHO 
accreditation scores and the 
evidence-based AHRQ IQIs 
and PSIs. 
Hospital accreditation 
and performance data for 
the years 1997 to 1999 
obtained from the 
JCAHO. 
Most institutions scored high on JCAHO measures with no 
significant relationship between them, despite IQI/PSI 
performance variation. Principal component analysis found one 
factor each of the IQIs/PSIs that explained the majority of 
variance on the IQIs/PSIs. Worse performance on the PSI factor 
was associated with worse performance on JCAHO scores (P = 
and Control, mean (SE) 
=79.5 (2.7) P value < 0.001.  
Sekimoto et al. (2008) 
Japan 
To assess the impact of 
accreditation and other factors on 
infection control performance. 
Questionnaire surveys sent to 
hospital directors of all 638 
teaching hospitals in Japan. 
Hospital accreditation had 
a significant impact on the 
infection control 
performance and 
infrastructure of the 
hospitals.  
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.02). No significant relationship existed between JCAHO 
categorical accreditation decisions and IQI/PSI performance. 
Kwon et al. 
(2013) 
USA 
To examine how much of the 
impact of the Centres for 
Medicare and Medicaid 
Services’ national coverage 
decision (NCD) on bariatric 
surgery was driven by the 
restriction of reimbursements 
to Centres of Excellence 
(COE). 
Retrospective cohort 
study design. Sample 
involved 84620 patients 
who underwent bariatric 
surgery. 
The total number of bariatric procedures, laparoscopic Roux-
en-Y gastric bypass and laparoscopic adjustable band 
procedures increased from 42.9% and 3.1% pre-NCD, to 64.5% 
and 19.7% post-NCD, respectively. In the COEs there were 
reductions in inpatient mortality (.3% to .1%; P ¼ .02), 90-day 
re-operations (.8% to.5%; P ¼ .006), complications (36.4% to 
27.6%; P o .001), and re-admissions (10.8% to 8.8%; P o .001), 
while payments remained similar ($24,543 _ $40,145 to$24,510 
_ $37,769; P ¼ .9). After distinguishing  from temporal trends 
and differences occurring at non-COEs, 90-day re-operation 
(0.8%; P ¼ .02) and complication rates (2.7%; P ¼ .01) were 
lower at the COEs after the NCD. 
Devkaran 
and 
O`Farrell 
(2015) 
United Arab 
Emirate 
To examine the impact of 
healthcare accreditation on 
hospital quality measures. 
Interrupted time series 
analysis - a type of quasi-
experimental research 
design. 
The study findings showed that preparation for the accreditation 
survey results in significant improvement, as 74% of the 
measures had a significant positive pre-accreditation slope. 
Accreditation resulted in a larger significant negative effect 
(48% of measures) than positive (4%) on the post accreditation 
slope of performance. Similarly, accreditation had a larger 
significant negative change in level (26%) than a positive (7%) 
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after the accreditation survey. Moreover, accreditation had no 
significant impact on 11 of the 27 measures. However, there is 
residual benefit from accreditation three years later with 
performance maintained at approximately 90%, which is 20 
percentage points higher than the baseline level in 2009. 
Al Awa et al. 
(2011) 
Kingdom of 
Saudi Arabia 
 
To determine if the 
accreditation process has a 
positive impact on patient 
safety and quality of care. 
Retrospective and 
prospective study design. 
A total of 119 
performance indicators 
were collected through 
various processes. 
Accreditation had a positive impact on patient safety and 
quality of care indicators.  
Al Shammari 
et al. (2015) 
Kingdom of 
Saudi Arabia 
To investigate the nurses' 
perception of the impact of 
hospital accreditation on 
patient safety in relation to 
nursing documentation, 
patient medication 
information, and healthcare 
associated infection. 
A cross-sectional 
descriptive research 
design was used. 200 
hospital nursing staff 
were chosen for the study 
via a simple random 
sampling method. Data 
were collected through 
self-administered 
questionnaires.  
The respondents reported a high positive impact of hospital 
accreditation on patient safety, with an overall score of 4.17 out 
of 5 points on the rating scale and most answers being between 
agree to strong agree. 
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MORTALITY RATE STUDIES  
Author and 
country 
Aim of study Study design and sample Results 
Simons et al. 
(2002) 
Canada 
To measure outcomes within 
a single regional trauma 
system after designation of 
trauma centres and to 
compare outcomes in the one 
accredited centre with the 
non-accredited centres. 
Cross sectional survey.  
All trauma patients entered into the BC 
Trauma Registry from three designated 
trauma centres from 1992 to 1999 inclusive. 
Two centres (hospitals A and C) had 
a high trauma caseload; one 
(Hospital B) had a small and 
diminishing caseload. Only one 
centre (Hospital A) developed a 
trauma program consistent with 
Canadian accreditation criteria; z 
scores for Centre A were consistently 
better than at Hospital B or C and 
survival odds ratios were significant.  
Chen et al. 
(2003) 
USA 
To examine the association 
between JCAHO 
accreditation of hospitals, 
these hospitals’ quality of 
care, and survival among 
Medicare patients 
No clearly stated study design. However, a 
hospital seeking to obtain JCAHO 
accreditation is visited every three years by a 
survey team that observes hospital 
operations, conducts interviews, and reviews 
Hospitals not surveyed by JCAHO had, on 
average, lower quality (less likely to use 
aspirin, beta-blockers, and reperfusion 
therapy) and higher 30-day mortality rates 
than surveyed hospitals. However, there was 
considerable variation within accreditation 
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hospitalised for acute 
myocardial infarction 
medical documentation for compliance with 
a set of standards in 45 performance areas. 
categories in quality of care and mortality 
among surveyed hospitals, which indicates 
that JCAHO accreditation levels have 
limited usefulness in distinguishing 
individual 
performance among accredited hospitals. 
These findings support current efforts to 
incorporate quality of care in accreditation 
decisions. 
Nguyen et al. 
(2012) 
USA 
To analyse and compare the 
peri-operative outcomes in 
bariatric surgeries conducted 
in accredited and non-
accredited surgery centres.  
No clear study designs. However, 
perioperative outcomes were collected from 
71 accredited and 43 non-accredited surgery 
centres.  
The rate of in-hospital mortality was 
significantly lower in accredited hospitals 
than in non-accredited hospitals (0.06% vs 
0.21%). In comparison with the non-
accredited hospitals, bariatric surgeries 
conducted in the accredited centres were 
also associated with shorter  hospital stays 
(mean difference: 0.3 days; 95% CI 0.16 to 
0.44). Therefore, accreditation was 
associated with lower rate of in-hospital 
mortality. 
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PATIENT SATISFACTION STUDIES   
Author and 
country 
Aim of study Study design and sample Results 
Al Tehewy et 
al.  (2009) 
Egypt  
To determine the effect of 
accreditation of NGO health 
units on patient satisfaction 
and provider satisfaction, 
and to determine the output 
of accreditation of NGO 
health units on compliance to 
certain accreditation 
standards.  
Quasi-experimental cluster study. 30 units 
already submitted for accreditation and 30 
pair-matched units not programmed for 
accreditation.  
The patients in the accredited health units 
expressed significantly higher satisfaction 
scores compared with the control group 
regarding cleanliness, waiting area, waiting 
time and unit staff, as well as regarding 
overall satisfaction after adjusting the effects 
of age, gender and education. Intervention, 
mean (SE) = 90.4 (1.07) and Control, mean 
(SE) =79.5 (2.7) P value < 0.001.  
Al-Qahtani et 
al. (2012) 
Kingdom of 
Saudi Arabia 
To evaluate whether 
accredited hospitals maintain 
quality and patient safety 
standards over the 
accreditation cycle by testing 
a life cycle explanation of 
Cross-sectional study design. As the total 
sample required was 420 subjects, 210 
subjects from each study site participated. 
For both accredited and non-accredited 
hospitals, a total of 210 patient 
questionnaires out of 230 and 250 were 
The results showed statistically significant 
differences in patients' satisfaction between 
the accredited and non-accredited hospitals 
in Clinical Care Facilities, Professionalism 
in Clinical Ultrasound, Professionalism in 
the Laboratory, and Overall Satisfaction. 
Patients in the accredited hospital were more 
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accreditation on quality 
measures. 
completed, yielding response rates of 91.  A 
total of 420 patients were surveyed. 
satisfied with all above-mentioned 
subscales, except the laboratory subscale, 
which scored higher at the non-accredited 
hospital. Patients at the accredited hospital 
were more content with the quality of 
healthcare provided for them at Clinical 
Care Facilities, Professionalism in Clinical 
Ultrasound, and indicated higher overall 
satisfaction than those at the non-accredited 
hospital. 
Haj-Ali et al. 
(2014) 
Lebanon 
To explore the impact of the 
national accreditation system 
in Lebanon on patient 
satisfaction. 
An explanatory cross-sectional study was 
used for the study. Six hospitals which were 
grouped into two were studied. The first 
group of hospitals were highly classified 
hospitals which were more compliant with 
the accreditation standards and poorly-
classified hospitals which were less 
compliant of the standards. The SERVQUAL 
or RATER was used in in the survey of 276 
patients from across all the hospitals. 
There was no statistically significant 
association between hospital accreditation 
classification and patient satisfaction. 
However, the structural aspects of the 
hospitals such as the physical facilities and 
equipment were found to be associated with 
patient satisfaction. 
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Sack et al. 
(2011) 
Germany 
To assess the relationship 
between patient satisfaction 
and accreditation status. 
No clear design. 44418 patients discharged 
from 73 different hospitals were involved in 
the study. 
66.3% of all patients in the study 
recommended their hospital to others. 
However, the  recommendation was not 
related to the accreditation status in the 
univariate analyses (odds ratio (OR) for 
accreditation (‘yes’) and 
recommendation (‘yes’) 0.99, 95% 
confidence interval (CI) 0.85–1.16, P ¼ 
0.92). 
Barghouthi 
and Imam 
(2018) 
Palestine 
To assess the level of patient 
satisfaction in accredited and 
non-accredited hospitals in 
Palestine. 
Quantitative descriptive cross-sectional 
design 
used to compare patient satisfaction in two 
Palestinian hospitals. The sample size was 
332 inpatients, who were recruited by the 
researcher through a 
convenience sampling method. 
The patients have a high level of satisfaction 
with 
a total mean of (4.34) out of (5) and a (0.70) 
standard 
deviation. The results indicated that there 
are statistically 
significant differences at the level (P ≤ 0.05) 
between the 
means of patient satisfaction relating to 
patient 
demographic characteristics (with the 
exception of 
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gender), and also indicated that there are no 
statistically 
significant differences related to hospital 
characteristics. 
Mohebbifar 
et al. (2017) 
Iran 
To assess the association 
between hospital 
accreditation and patient 
satisfaction. 
A cross-sectional study 
of seven hospitals. Sample was 90 patients in 
a hospital.  
The result of the study shows a strong relation 
between satisfaction scores and length of stay, 
hospital type, human resources condition, 
information, communication and education, 
medical equipment and physical structure, 
accessibility to clinical services, emotional 
support, management and coordination of 
care. 
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2.4 Evaluating the quality of the studies 
 
Evidenced-based practice is based focussed on high-quality research evidence and is the 
cornerstone of best clinical practice (Facchiano and Snyder, 2012). Conducting a critical 
appraisal of research evidence reports helps to expose the strengths and weaknesses of such 
studies and provides an indication of whether the study had been unduly influenced by either 
the research design or its conduct (Centre for Reviews and Dissemination [CRD], 2008). 
Ultimately, the assessment of the quality of research papers included in a review helps to 
answer the question of whether the studies are sufficiently robust to guide treatment, policy 
decisions, diagnostic or prevention (CRD, 2008).  
 
There is no singular approach to the assessment of methodological quality in systematic 
reviews (Parahoo, 2014). However, the best approach employed in a systematic review will 
depend on contextual, methodological and pragmatic considerations (CRD, 2008). Several 
instruments are available for the evaluation of the quality of research studies (Hawker, Payne, 
Kerr, Hardey and Powell, 2002; Higgins and Green, 2008; Brink and Louw, 2012; Creswell, 
2013; Parahoo, 2014). Of the many instruments, Hawker et al.’s (2002) Assessment Tool 
(HAT) was used in the critical appraisal of the studies included in the review. The HAT was 
chosen for the appraisal because unlike other appraisal tools such as the Critical Appraisal 
Skills Programme (CASP), which has different formats for each research design (CASP, 2013), 
the HAT has only one format for all study designs. This therefore allows for consistency and 
ensuring rigour in the entire appraisal process.  The HAT consists of the assessment of nine 
categories (Appendix 2): abstract and title, introduction and aims, methods and data, sampling, 
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data analysis, ethics and bias, findings, transferability, implications and usefulness (Hawker et 
al., 2002). 
The assessment is based on a point system for each category, which ranges from one to four; 
with one indicating a very poor score, and four indicating a good score for the category. This 
therefore allows for a maximum score of 36 points for a study. Each of the studies included in 
this systematic review was awarded a total score which falls into one of the following 
categories: very poor quality (0-10 points), poor quality (11-20 points), fair quality (21-30 
points), and good quality (31-36 points) Table 4.2.  
 
2.5  Results of the review 
 
Twenty-seven of the studies were identified as good, whilst seven were found to be of fair 
quality. All 34 studies were therefore included in the systematic review. Table 2.4 summarises 
the quality of the studies included in this review based on Hawker et al.’s (2002) Assessment 
Tool. The findings of the studies with similar themes were further grouped together and 
discussed in the next section. 
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Table 2-4 Quality of the study 
S/NO Study Quality score /36 
1 Al Tehewy et al. (2009) 32 (Good) 
2 Juul et al. (2005) 28 (Fair) 
3 Peabody et al. (2008) 32 (Good) 
4 Nguyen et al. (2012) 34 (Good) 
5 Simons et al. (2002) 30 (Fair) 
6 Tan et al. (2004) 30 (Fair) 
7 Miller et al. (2005) 31 (Good) 
8 Kwon et al. (2013) 34 (Good) 
9 Almasabi and Thomas (2016) 32 (Good) 
10 Pomey et al. (2010) 33 (Good) 
11 Al Awa et al. (2011) 30 (Fair) 
12 Devkaran and O`Farrell (2015) 36 (Good) 
13 Al-Qahtani et al. (2012) 34 (Good) 
14 Murphy et al. (2013) 32 (Good) 
15 Baskind et al. (2010) 29 (Fair) 
16 Chen et al. (2003) 27 (Fair) 
17 Salmon et al. (2003) 32 (Good) 
18 Yildiz and Kaya (2014) 32 (Good) 
19 Sekimoto et al. (2008) 34 (Good) 
20 Haj-Ali et al. (2014) 32 (Good) 
21 Al Shammari et al. (2015) 35 (Good) 
22 Bogh et al. (2016) 32 (Good) 
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23 Shaw et al. (2014) 32 (Good) 
24 Van Doorn-Klomberg et al. (2014)  30 (Fair) 
25 Saut et al. (2017) 33 (Good) 
26 Hogden et al. (2017) 34 (Good) 
27 El-Jardali et al. (2008) 34 (Good) 
28 Gabriel et al. (2018) 35 (Good) 
29 Algahtani et al. (2017) 34 (Good) 
30 Hijazi et al. (2018) 35 (Good) 
31 Sack et al. (2011) 33 (Good) 
32 Barghouthi and Imam (2018) 36 (Good) 
33 Mohebbifar et al.(2017) 33 (Good) 
34 Braithwaite et al. (2010) 32 (Good) 
 
Those findings/themes from the 34 studies included in this systematic review have been 
combined and discussed under the following headings: 
• Promotion of quality of patient care 
• Patient safety 
• Patient satisfaction 
• Infection control 
• Accreditation and mortality rate 
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2.6 Promotion of quality of patient care 
 
Out of the 34 studies included in this review, 23 reported on the impact of accreditation or 
certification on the quality of patient care (Chen et al., 2003; Salmon et al., 2003; Tan et al., 
2004; Juul et al., 2005; Miller et al., 2005; El-Jardali et al., 2008; Peabody et al., 2008; Baskind 
et al., 2010; Braithwaite et al., 2010;  Pomey et al., 2010; Al Awa et al., 2011; Kwon et al., 
2013; Murphy et al., 2013; Shaw et al., 2014; van Doorn-Klomberg et al., 2014; Yildiz and 
Kaya, 2014; Devkaran and O`Farrell, 2015; Almasabi and Thomas, 2016; Bogh et al., 2016; 
Algahtani et al., 2017; Hogden et al., 2017; Saut et al., 2017; Hijazi et al., 2018). Sixteen of 
these studies were found to be of good quality, as shown in Table 2.3. The remaining seven 
studies were found to be of fair quality. However, it is interesting to see that the impact of 
accreditation of healthcare facilities on the promotion of quality patient care, as reported in the 
various literature, is inconsistent or inconclusive. 
 
While the five studies which involved the collection of data on quality indicators found 
accreditation to impact positively on the quality of patient care, this association was reported 
to be generally weak (Peabody et al., 2008; Braithwaite et al., 2010; Al Awa et al., 2011; Shaw 
et al., 2014; Devkaran and O`Farrell, 2015). For instance, Peabody et al. (2008) examined the 
impact of physician accreditation and health insurance payments on the quality of care. The 
authors found that accreditation alone may not be sufficient to improve the quality of patient 
care and attributed the improvement in quality patient care to the insurance payments. 
Similarly, Devakaran and O`Farrell (2015) found that although accreditation improved 
compliance with the required clinical practice standards, improvements to clinical processes 
were found only within the period of accreditation. Although this study is limited by the fact 
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that it is a single centre study, the recruitment of a large sample size, the use of primary data, 
and the use of a large number of quality measures add to the strength of the study. All the 
studies which found positive association between accreditation and quality of patient care were 
of good quality, except two which were of fair quality (Al Awa et al., 2011; Devkaran and 
O`Farrell, 2015).  
 
Six out of the 23 studies examined the impact of accreditation on quality of patient care from 
the perspectives of the healthcare practitioners (El-Jardali et al., 2008; Bakind et al., 2010; 
Yildiz and Kaya, 2014; Algahtani et al., 2017; Hogden et al., 2017; Hijazi et al., 2018). While 
four of these studies gathered their data using quantitative approaches through self-
administered questionnaires (El-Jardali et al., 2008; Yildiz and Kaya, 2014; Algahtani et al., 
2017; Hijazi et al., 2018), two were conducted using qualitative approaches with data gathered 
through semi-structured interviews (Baskind et al., 2010) and  focus group interviews (Hogden 
et al., 2017). All these studies, which explored the impact of accreditation on quality of patient 
care from the perspectives of healthcare practitioners, found accreditation to impact positively 
on the quality of patient care. For instance, El-Jardali et al. (2008) identified that nurses 
perceived improvement in the quality of the care rendered to patients to be a direct result of 
accreditation.  
 
However, significant differences existed in perceived improvement in the quality of care in 
relation to hospital size. In small and the medium-sized hospitals, better results were reported 
for the various scales and subscales except in the subscale of leadership, commitment and 
support. The findings of this study are of particular importance, since evidence shows that 
larger organisations are more disposed to benefit from accreditation and thus add more value 
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to their output, while smaller organisations are more likely to be overwhelmed by the cost of 
compliance and surveys considering their overall budgets (Montagu, 2003). In addition, El-
Jardali (2003) has shown that smaller organisations usually have a similar culture and staff that 
have shared values, while large-sized hospitals tend to be more organised in hierarchy and 
bureaucracy, which could pose a challenge to the implementation of quality programmes.  
While this study involved a good sample size, it is argued that the views or opinions of 
individuals on an idea or issue cannot be judged using a questionnaire interview, but instead 
must be acquired through a qualitative approach using a face-to-face interview (Parahoo, 
2014). In addition, the findings represent the views of nurses and do not include other 
healthcare professionals who are part of the healthcare system. This is similar to the findings 
of  Yildiz and Kaya’s (2014) study that investigated the perception of 258 nurses in Turkey on 
the impact of accreditation on the quality of patient care through the use of a questionnaire-
based survey. Most of the surveyed nurses reported that accreditation was beneficial in the 
promotion of quality patient care. However, again, this finding does not include other 
healthcare professionals. Although these studies found accreditation to impact on the quality 
of patient care, the lack of data representing indicators of quality improvement in care and 
patient outcomes weakens their constructs, and therefore findings from healthcare 
practitioners` views cannot be judged to represent clinical outcomes.  
 
Three out of the 23 studies (Salmon et al. 2003; Juul et al., 2005; Braithwaite et al., 2010) 
evaluated the impact of accreditation on quality of patient care by comparing accredited and 
non-accredited healthcare institutions. The impacts of accreditation on the quality of patient 
care, as found in the three studies, were inconsistent. While Juul et al. (2005) found 
accreditation led to significant improvement in the quality of clinical guidelines used in 
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perioperative diabetic care, Salmon et al. (2003) found no improvement in the quality indicators 
after accreditation of the healthcare facilities.  
 
As acknowledged by the authors, the lack of any observed impact of accreditation on the quality 
indicators could be either as a result of the research design used in the study or the 
characteristics of the accreditation programme itself. This is because the time allowed for the 
measurement of the outcomes following the introduction of the accreditation programme was 
relatively short. Therefore, allowing more time before the measurement of the quality indicator 
outcomes could have yielded different results. Braithwaite et al. (2010) found a positive 
correlation between accreditation and clinical performance. However, the authors also noted 
that this relationship is weak and should be taken with caution. The findings of the study cannot 
be generalised as it is weakened by its small sample size, as indicated by Polit and Beck (2004), 
and Parahoo (2014).  
Four out of the 23 studies (Tan et al., 2004; Kwon et al., 2013; Murphy et al., 2013; Bogh et 
al., 2016) evaluated changes in the quality of care before and after the introduction of 
accreditation programmes. Tan et al. (2004) evaluated changes in the quality indices of a 
cervicovaginal cytology service in Singapore, before and after the laboratory accreditation by 
the relevant accreditation agency. The authors found an improvement in all aspects of the 
cytology services following the accreditation exercises. Similarly, Kwon et al. (2013) found 
that accreditation helps in the reduction of length of hospital stay and operative complications 
following bariatric surgeries. Murphy et al. (2013) evaluated compliance with the standards of 
the introduction of electroconvulsive therapy (ECT) before and after an accreditation 
programme. The authors found that there were continuous improvements in compliance with 
all ten ECT audit standards since the introduction of the accreditation programme.  
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However, this improvement in compliance did not result in changes in clinical outcomes. It can 
be argued that this improvement in compliance with standards could be a mere coincidence, or 
possibly be due to factors other than the accreditation programme itself. Bogh et al. (2016) 
carried out a multi-level, longitudinal study of process performance measures to assess the 
impact of the accreditation programme in all Danish public hospitals. The quality of hospital 
care was identified by the authors to improve over time throughout the period of the study. 
However, the trend of the improvement declined significantly post-accreditation, in 
comparison to the accreditation period. The use of a longitudinal design in the conduct of this 
study adds to its strength, as it offered the opportunity to monitor the impact of the accreditation 
programme on the quality of care. 
 
Although most of the 23 studies reported inconsistent findings on the impact of accreditation 
on quality of care, five of the studies (Chen et al., 2003; Miller et al., 2005; Pomey et al., 2010; 
van Doorn-Klomberg et al., 2014; Almasabi and Thomas, 2016) explicitly reported no clear 
association between accreditation and quality of care.  
 
2.7  Patient safety 
 
Five out of the 34 studies included in this review evaluated the impact of accreditation 
programmes on patient safety (Miller et al., 2005; Al Awa et al., 2011; Kwon et al., 2013; Al 
Shammari1 et al., 2015; Devkaran and O`Farrell, 2015). Two of these studies (Miller et al., 
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2005; Kwon et al., 2013) were of good quality, while two (Al Awa et al., 2011; Devkaran and 
O`Farrell, 2015) were of fair quality, as can be seen from Table 2-3. 
 
Miller et al. (2005) examined the relationship between the Joint Commission on Accreditation 
of Healthcare Organisations’ (JCAHO) scores and the evidence-based patient safety indicators 
(PSIs). The authors found no significant relationship between accreditation and patient safety 
indicator performance. In contrast, Kwon et al. (2013) studied the impact of accreditation of 
hospitals on the cost as well as safety of bariatric surgical procedures. The authors found 
improvement in the patient safety measures after accreditation. Al Awa et al. (2011) conducted 
a 4-year retrospective and prospective study to examine the impact of accreditation on patient 
safety. The authors found that accreditation had a positive impact on patient safety indicators.  
 
Similarly, Al Shammari et al. (2015) explored the impact of accreditation on patient safety 
from nurses’ perspective in relation to nursing documentation, patient medication information 
and healthcare associated infection. The authors found that accreditation had a high positive 
impact on the three aspects of patient safety examined, with an overall score of 4.17 out of the 
5 points in the rating scale. While the study findings demonstrate a positive correlation between 
accreditation and patient safety, its generalisation is limited by the fact that it did not include 
other members of the healthcare teams as it was restricted to nurses` views only. In addition, 
the findings are weakened because human perspectives, opinions or views do not represent an 
objective picture of the clinical outcomes. It is therefore inconclusive whether accreditation 
promotes patient safety.  
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2.8 Patient satisfaction 
 
Six out of the 34 studies included in the review examined the impact of accreditation on patient 
satisfaction (Al Tehewy et al., 2009; Sack et al., 2011; Al Qahtani et al., 2012; Haj-Ali et al., 
2014; Mohebbifar et al., 2017; Barghouthi and Imam, 2018). Five of these studies were of good 
quality (Sack et al., 2011; Al Qahtani et al., 2012; Haj-Ali et al., 2014; Mohebbifar et al., 2017; 
Barghouthi and Imam, 2018), and one was of fair quality (Al Tehewy et al., 2009). Two of the 
six studies found positive correlation between accreditation and patient satisfaction (Al Tehewy 
et al., 2009; Sack et al., 2011; Al Qahtani et al., 2012; Barghouthi and Imam, 2018). Al Tehewy 
et al. (2009) evaluated the impact of accreditation on patient satisfaction by comparing 30 
accredited non-governmental healthcare units and 30 non-accredited non-governmental 
healthcare units in Egypt. The patient satisfaction questionnaires were used to elicit the 
satisfaction scores of the patients in healthcare units. The authors found that the accreditation 
of the healthcare units had a positive effect on patient satisfaction. However, this finding must 
be taken with caution as the authors did not report pre-accreditation measures. This therefore 
makes it difficult to assess the true change in the patient satisfaction scores after the 
accreditation programme. Similarly, Al Qahtani et al. (2012) conducted a cross-sectional study 
that evaluated the impact of hospital accreditation on patient satisfaction with obstetrics and 
gynaecology services in Saudi Arabia. The study involved two accredited and two non-
accredited hospitals with a view to comparing and contrasting the possible impact of 
accreditation on patient satisfaction. A total of 420 patients were surveyed using a 5-point 
Likert patient satisfaction scale. The authors found statistically significant differences in patient 
satisfaction between the accredited and the non-accredited hospitals in the aspects of 
professionalism in clinical ultrasound, clinical care facilities, and professionalism in the 
laboratory. The patients in the accredited hospitals showed greater satisfaction in all the 
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subscales mentioned above except the laboratory subscale, which, surprisingly, scored higher 
in the non-accredited hospital. Although the findings of this study support the need for 
accreditation of healthcare facilities, I believe they cannot be generalised due to the small 
sample size employed (Parahoo, 2014).  
 
Four of the six studies found no statistically significant difference between accredited and non-
accredited hospitals (Sack et al., 2011; Haj-Ali et al., 2014; Mohebbifar et al., 2017;   
Barghouthi and Imam, 2018). Sack et al. (2011) surveyed 78 hospitals to assess the impact of 
accreditation on patient satisfaction using a validated questionnaire. Although 66.3 percent of 
the participants recommended the hospitals to others, this recommendation was not related to 
the accreditation status of the hospitals. The three other studies (Haj-Ali et al., 2014; 
Mohebbifar et al., 2017; Barghouthi and Imam, 2018) did not find a statistically significant 
association between accreditation and total patient satisfaction; they did, however, report 
improvements in some domains of satisfaction. For instance, Haj-Ali et al.  (2014) explored 
the impact of hospital accreditation on patient satisfaction across six hospitals in Lebanon using 
the Service Quality (SERVQUAL) tool, which assesses five dimensions of quality (assurance, 
reliability, empathy, tangibility and responsiveness).  
 
The study showed that the majority of patients (76.34%) surveyed were dissatisfied with the 
quality of services rendered in all six hospitals. Although no statistically significant association 
was found between hospital accreditation and patient satisfaction, the tangibility dimension, 
which represents the hospitals` structural aspects such as equipment and physical facilities, was 
found to be associated with patient satisfaction. This finding therefore suggests that 
accreditation is not the only driver of patient satisfaction and that there is a need for hospitals 
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to adopt complementary strategies to promote patient satisfaction in healthcare services. 
Similarly, while Mohebbifar et al. (2017) found a significant negative association between 
accreditation of hospitals and overall patient satisfaction, an association between accreditation 
and the domain of emotional support in the patients was identified. In addition, Barghouthi and 
Imam (2018) compared patient satisfaction in two Palestinian hospitals to assess the impact of 
accreditation using the SERVQUAL tool. The results showed statistically significant 
differences at the level (P ≤ 0.05) between the means of patient satisfaction that were related 
to patient demographic characteristics (except in gender). For all the dimensions of satisfaction, 
the patients expressed greater satisfaction with non-accredited hospitals than accredited.  
Four of the six studies which evaluated the impact of accreditation on patient satisfaction did 
not find a positive association overall, which suggests that accreditation does not influence 
patient satisfaction in healthcare services. 
 
2.9  Infection control  
 
Only two of the studies examined the impact of accreditation status of healthcare services on 
infection control (Sekimoto et al., 2008; Al Tehewy et al., 2009). These two studies were of 
good quality, as shown in Table 2.4. Sekimoto et al. (2008) conducted a survey of all 638 
teaching hospitals in Japan to ascertain the impact of hospital accreditation on infection control 
performance. The authors gathered the data for the study through self-administered 
questionnaires which were sent out to hospital directors. The self-administered questionnaires 
were developed based on the accreditation standards of the relevant agency. The study showed 
greater improvement in the infection control infrastructure and performance of accredited 
hospitals compared to non-accredited. Although this study demonstrated that the accreditation 
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of health facilities provides an opportunity to improve infection control measures, this finding 
is not generalisable because the hospitals in this study are teaching hospitals, which clearly 
would have relatively better financial and human resources than general hospitals. It therefore 
does not represent smaller hospitals with fewer resources to ensure better infection control 
measures. In addition, the method of data collection employed in the study is open to bias since 
the questionnaires were based on self-assessment. It therefore does not represent an objective 
measure of the infection control performance of the hospitals.  
Similarly, Al Tehewy et al. (2009) explored the impact of accreditation on infection control by 
comparing 30 accredited and 30 non-accredited hospitals in Egypt. The authors gathered the 
data through self-administered questionnaires. The study showed a positive association 
between hospital accreditation and infection control due to compliance with the accreditation 
standards by the hospitals. However, the study was found to be limited by the small sample 
size, which therefore makes it difficult to generalise the findings.  
 
2.10 Accreditation and mortality rate  
 
Three studies reported on the impact of accreditation on hospital mortality rates (Simons et al., 
2002; Chen et al., 2003; Nguyen et al., 2012). One of the three studies (Nguyen et al., 2012) 
was of good quality, while the other two (Simons et al., 2002; Chen et al., 2003) were of fair 
quality. However, all three studies found positive association between hospital accreditation 
and reduction of hospital mortality rates.  
Simons et al. (2002) examined the impact of accreditation on health outcomes in three 
designated trauma centres in Canada to compare the outcomes with standard benchmarks and 
to evaluate possible institutional differences. The study found that only the hospital which 
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developed a trauma programme that was consistent with the Canadian accreditation criteria 
had a better survival rate (reduced mortality rate), reduced length of hospital stay, cost, and 
better than in those that were not accredited. Chen et al. (2003) examined the association 
between accreditation of hospitals, quality of care and survival among Medicare patients who 
were hospitalised for acute myocardial infarction. The study showed that the hospitals that were 
not surveyed by the relevant accreditation agency had lower quality of care and higher 
mortality rates than those that were surveyed by the agency.  
Nguyen et al. (2012) analysed the perioperative outcomes in accredited and non-accredited 
bariatric surgery centres to ascertain the possible impact of accreditation on outcomes.  89.2 
percent of the cases were performed at 71 accredited centres, while 10.8 percent of the cases 
were performed in 43 non-accredited centres. The study found significantly lower rates of in-
hospital mortality in the accredited centres (0.06% vs 0.21%). In addition, when compared with 
the non-accredited centres, the bariatric surgery performed at the accredited centres was 
associated with shorter hospital stays (mean difference 0.3 days; 95% CI 0.16 to 0.44) and 
lower cost (mean difference, $3,758; 95% CI, $2,965 to $3,952). This finding, however, must 
be reviewed with caution because the authors reported the unavailability of patient-level data 
to enable them to carry out comparative analyses of the length of hospital stay and the cost of 
treatment. Therefore, the non-involvement of covariate adjustments in the analysis could mean 
that the in-hospital mortality reported could have been due to other confounding factors.  
2.11 Strengths and limitations of the review 
 This review excluded studies published in languages other than English. The omission of the 
studies published in Arabic for instance was deliberate to avoid incorrect interpretations and 
meanings in the research report during translation. It is however noted however, that this  
omission of such studies could have limited the findings of the literature review. 
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2.12  Conclusions 
It is important that twenty-three studies reported inconsistent findings on the impact of 
accreditation on quality of care. Sixteen of the studies were found to be of good quality while 
7 were of fair quality. Overall, while five studies found positive association between hospital 
accreditation and quality of patient care, this association was reported as generally weak. Also, 
only three studies compared accredited and non-accredited hospitals and they reported 
inconsistent evidence on the impact of accreditation on quality of care.  
Five out of the 34 studies included in the review evaluated the impact of accreditation 
programmes on patient safety. Only two of the sties found a positive association between 
accreditation and patient safety. It is therefore important to note that the findings were 
inconclusive as to whether accreditation actually promotes patient safety.  
Six out of the 34 studies included in the review examined the impact of accreditation on patient 
satisfaction. Two of the six studies found positive correlation between accreditation and patient 
satisfaction while four studies found no statistically significant difference between accredited 
and non-accredited hospitals with respect to patient satisfaction.  
Only two of the studies examined the impact of accreditation status of healthcare services on 
infection control. No strong evidence of association between accreditation and infection control 
was found in the two studies.  
Three studies reported on the impact of accreditation on hospital mortality rates. One of the 
three studies was of good quality, while the other two were of fair quality. All the three studies 
found positive association between hospital accreditation and reduction of hospital mortality 
rates. However, the evidence was felt too weak to make a conclusion on the impact of 
accreditation on mortality rates.  
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In conclusion, no study has found a positive impact of hospital accreditation on healthcare 
outcomes. Only five out of the thirty-four studies were conducted in the Kingdom of Saudi 
Arabia and all these studies collected data on few health care outcomes which were not 
comprehensive enough. Also, none of the studies from KSA examined the differences in the 
quality of care between accredited and non-accredited hospitals. This gap in the literature of 
any studies evaluating the impact of accreditation on healthcare outcomes in the Kingdom of 
Saudi Arabia provides a very strong rationale and makes it pertinent to carry out the current 
study to examine if there are any differences between accredited and non-accredited MoH 
hospitals in KSA and make future recommendations for stakeholders. 
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3 Chapter Three: Methodology 
3.1 Introduction 
 
The previous chapters discussed the issues with measuring healthcare quality in the KSA, 
firstly in the context of the KSA and its healthcare system, and then by reviewing up to date 
literature regarding the differences between accredited and non-accredited hospitals.  
This chapter outlines the methodology and the processes used to conduct the study and achieve 
the study aims and to answer the research questions. The chapter is therefore looking at the 
philosophy and paradigm used in this study, the research design and rationale, and the overall 
design of the study. The chapter will also discuss the sampling methods used, the data 
collection and management, the ethical considerations associated with this research, and the 
consideration of data analysis procedures. The methodology was designed in-order to answer 
the overall research question: are there are any potential differences in the quality of care 
provided by accredited and non-accredited hospitals MoH hospitals in the KSA? Including the 
following specific questions:   
• Does the accreditation process in KSA create a measurable difference in the quality of 
care indicators in accredited and non-accredited hospitals? 
• How does the accreditation process influence the perceived quality of healthcare in 
MoH hospitals? 
• What are the similarities and differences in perceived quality of healthcare in accredited 
and non-accredited MoH hospitals in KSA? 
The quantitative research hypothesises is that the accreditation programme, when 
implemented, leads to significant quality clinical indicators, and thus a measurable positive 
difference may exist between accredited and non-accredited hospitals. 
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3.2 Philosophy of the study 
According to Durrant-Law (2005), research needs to be tested in terms of how it adds to 
knowledge by stating how it can demonstrate ontological, epistemological, and methodology 
viewpoints (Durrant-Law, 2016). This section therefore explores the three different 
philosophies of knowledge, namely: ontology, epistemology, and methodology (Creswell, 
2007; Saunders et al., 2016), with regards to how they can help in the process of addressing 
the overall research aim and answering the research questions.  
According to Bryman (2012), ontology is centred on the existence of knowledge, and how that 
existence can be understood. It is a social philosophy that relates to “being”; what knowledge 
is out there and how that knowledge exists not only in terms of repositories, but also the 
interaction between areas where knowledge exists (Crotty, 1998; Durrant-Law, 2016). It 
implies that my understanding of the encapsulation of knowledge creates an ontological 
philosophical standpoint that I can use to generate the reality of the existence of knowledge 
(Durrant-Law, 2016). Therefore, ontology forms a nature of reality in such a way that the belief 
about being could be reflected in my actions as a researcher as stated by Saunders et al., (2016). 
Ontology is critical to this study because from the onset I have observed that healthcare quality 
can be measured using either qualitative or quantitative methods; which is an acceptable 
standpoint (Saunders et al, 2016).  
According to Landauer and Rowlands (2001), the philosophical knowledge of epistemology 
states that ‘how people gather information and gain knowledge is critical to the process of 
research in terms of how reliable, valid and valuable it can be’. Epistemology does not only 
seek to establish how knowledge is acquired, but also explores methods of constructing 
knowledge, the attributes of logical reasoning that lead to the creation of concepts, ideas and 
conclusions on subject matters that have been researched (Landauer and Rowlands, 2001).  
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Saunders et al. (2009) were in support of the view that epistemology refers to how researchers 
and the public can gather information and be able to present an outcome that leads to the 
generalisation of knowledge. The key issue with epistemology as a philosophy is “how” the 
process of gathering information is conducted. The implication of epistemology to a research 
project such as a comparison of the accredited and non-accredited hospitals in the KSA is that 
it enables the research to be conducted using internationally accepted protocol; else, the 
outcome of the research could be invalid. This means that how the research is structured would 
be influenced by the philosophy of epistemology (Durrant-Law, 2005; 2016), otherwise, the 
knowledge that exists about the healthcare quality in the KSA could be doubted and become 
worthless.  
Both ontology and epistemology had a large influence on the methodological considerations 
for this study. Firstly, I realised that ontology is critical because it has an influence on how 
“being” cascades to the process of selecting the ideal approach to the research process. Healy 
and Perry (2000) argued that ontology allows a researcher to be selective of the sources of 
knowledge as well as be able to justify the most ideal methodological approach to the research 
in order to maximise the validity and reliability of the outcome. For this study I have applied 
ontology from a literature search to the collection of primary data through the methodology 
that I have adopted. 
Secondly, I observed that the philosophy of epistemology had a critical role in the methodology 
as well as the research process, because the establishment of how to conduct the research 
impacts the true means of questioning the outcome of the research (Saunders et al., 2009). 
Meaning that procedure of the research is critical to validate the outcome, and the knowledge 
created carries an audit trail of the steps that were taken by the researchers (Cruise 1997). 
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Saunders et al. (2009) argue that depending on the research philosophy that one adopts, the 
outcome would be clearer if there is a clear linkage to epistemology. For the research on the 
measurement of healthcare quality in the KSA, the philosophy of epistemology is critical to 
the creation of a reliable and valid protocol that can stand international scrutiny. 
Thus, I adopted a pragmatist approach, which, according to Creswell (2009), allows a 
researcher to gain knowledge from the reality as well as allow for plausible resolutions from 
the same reality. Using the aim and the research questions, I designed the research and its 
paradigm starting with the measuring of healthcare quality indicators in the work place. I then 
anchored the research process using ontology and epistemology as the main guide to the 
methodological approach of this study.  
 
3.3 Research paradigm  
Section 3.2discussed that the individual’s beliefs about the existence of knowledge (ontology) 
need to be matched with the perception of the validity of how knowledge is gathered 
(epistemology). This section continues further by exploring the research paradigms necessary 
to undertake the research study.  Two main research paradigms were identified: the positivist 
paradigm, and the phenomenological (interpretive) paradigm (Creswell, 2009).  
 
Bryman and Bell (2015, p.28) have further defined positivism as: “An epistemological position 
that advocates the application of the methods of the natural sciences to the study of social 
reality.” My philosophical perspective will determine the logical strategy for the study. The 
quantitative part of this study (Part 1) will use a positivist paradigm in a process that adopts a 
deductive approach, beginning with theories and concepts on accreditation which, when 
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implemented, translate to significant positive outcomes, improvement in quality of healthcare, 
and reduction in harm. It is predicted that positive differences between accredited and non-
accredited hospitals will be evident. Collected data may be able to prove or disprove the 
hypothesis (Bryman, 2015).  
 
An interpretive approach was selected for the qualitative (Part 2) of this study. Interpretive 
phenomenology attempts to expose the meaning that is hidden behind phenomena through the 
process of listening to the participants’ experience and interpreting their story (Sorrel & 
Remond, 1995). Therefore, I have provided an adequate exploration of the various participant 
perspectives from accredited and non-accredited hospitals through an interpretive approach, as 
addressed by the research question in the qualitative part of the study. This data has been 
gathered using an inductive approach, whereby perceptions on quality of care were collected 
by interviewing hospital staff in higher and middle authority positions. The inductive research 
approach is defined in Mosby’s (2013, p.919) dictionary of medicine, as: “…the analysis of 
data and examination of practice problems within their own context rather than from a 
predetermined theoretical basis. The approach moves from the specific to the general.’’ 
   
Collecting and analysing the qualitative and the quantitative research data concurrently and 
merging the findings/results for discussion as was done in this study is known as a convergent 
parallel research design, which is in line with positivist and interpretive paradigms (Creswell 
and Plano Clark, 2001). Creswell & Plano Clark (2011, p.78) redress this philosophy as: 
“Instead of trying to “mix” different paradigms, we recommend that researchers who use this 
design work from a paradigm such as pragmatism to provide an “umbrella” paradigm to the 
research study”. Creswell & Plano Clark (2011) suggest that pragmatism is well matched to a 
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design that merges the two research methods in-order to achieve a greater understanding of the 
issue being investigated. 
 
3.4 Research design: rationale  
 
This study used a mixed-method approach. According to Creswell and Plano Clark (2007); 
Jonson et al. (2007), the mixed-method approach was first used by Campbell and Fiske (1959) 
when they employed a number of ‘quantitative’ measures in one single study. From the result 
of that study, Webb et al. (1966) explicated that combining two or more methods can help to 
overcome bias and improve the generalisability of a study. This process of combining methods 
is known as  ‘triangulation’. In addition, some researchers tend to use a multi-method approach 
without limiting themselves to any type of methodology design to benefit from the 
triangulation (Tashakkori & Teddlie, 2003).  
 
The use of the mixed-method approach has instigated debate among scholars. While 
quantitative scholars state: “measurement enables us to transcend our subjectivity” (Bradley 
and Schaefer 1998:108), qualitative researchers retort: “qualitative methods are more faithful 
to the social world than quantitative ones” (Gergen and Gergen, 2000:1027). The debate 
between the scientists started during the 1970s to 1980s between quantitative and qualitative 
in epistemological differences make them inconsistent. Therefore, the triangulation floats on 
the surface and becomes visible to justify the use of multi-method approach. At this point the 
methodologists realised that they can reimburse the weaknesses of each paradigm and exploit 
their strengths. Some have gone on to use the mixed-method approach as declaration of the end 
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of incompatibility between the two paradigms, resulting in the acceptance of mixed-methods 
as third approach in addition to quantitative and qualitative, under the name of “the third 
methodological movement” (Tashakkori and Teddlie, 2003). 
 
Although more research on mixed approaches is being conducted in the social sciences, the 
inclusion of both qualitative and quantitative data collection in a single study is nothing new. 
What is new is the means of presenting a reliable research design model from both data types 
(Creswell & Plano Clark, 2007; Tashakkori & Teddlie, 2003).  
 
Creswell & Plano (2011) argue that the purpose of collecting both quantitative and qualitative 
data is to combine and triangulate the results yielded by the two forms of data. This is to achieve 
greater insight than would be obtained by either type of data alone. In this thesis, the use of the 
mixed-method definition comes from Creswell’s philosophy which gives a high value to the 
method and consolidates the pragmatism in the mixed-method as methodology. The 
triangulation of the results from the comparison of the quality of care indicators reports 
(quantitative) and the semi-structured interviews with staff (qualitative) should give more 
comprehensive answers to the research questions and will to enhance the reliability of the 
research process (Saunders et al., 2011). The importance of the mixed-method derives from the 
concept that people prefer to solve problems using both numbers and words (Kelemen and 
Rumens 2008). The pragmatic approach is used to answer the research question of this study. 
 
According to Creswell & Plano Clark, (2011) there are six major mixed-method study designs: 
Chapter Three: Methodology 
 
102 
(1) Convergent parallel design. This consists of collecting and analysing either quantitative or 
qualitative data independently; thereby looking for convergence, divergence, or relationships 
after reuniting (triangulating) the results of these single phases. 
(2) Explanatory design, which collects and analyses the quantitative data in the first phase. In 
the second phase, the quantitative results are used to conduct the qualitative design to help 
explain the quantitative results. This design could not be used because the qualitative data when 
collected will be concentrating on the result of the indicator and ignoring other important 
quality elements. 
(3) Exploratory design, which has two phases: in the first phase, the researcher collects and 
analyses the qualitative data; in the second phase, the researcher builds quantitative data in-
order to test or generalise the initial qualitative findings. This method was not suitable for this 
study, as the quality indicator results are independent variables which cannot explain the 
qualitative data if used as first phase (Creswell & Plano Clark, 2011).  
(4) Embedded design, whereby the researcher selects at least one design method to collect and 
analyse primary data; after which, analysis of secondary data that is embedded within the 
primary data takes place in order to enhance the conduct or understand the larger design. The 
rationale behind not using this type of design is that the data are not linked to each other before 
the discussion step, after full analysis of both quantitative and qualitative data.  
(5) Transformative design, in which the researcher collects and analyses quantitative and 
qualitative data to help address the change in the situation of the group. This approach can be 
performed singularly, sequentially, or both.  
(6) Multiphase design, that can be employed over a period of time in a large programme, 
through multiple projects, or by combining both sequential and simultaneous data strands. The 
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data collected will be analysed at the end of each stage of the programme, while the 
incorporation of the results gained from the analysis will take place at the end of the 
programme. The aim of the study discussed in this thesis is not compatible with the multiphase 
design. 
A convergent parallel design was deemed  the most appropriate design for this study as it is the 
most suitable method of obtaining answers to the overall research question. 
According to Saunders & Tosey (2012), the researcher can prioritise importance based on 
whichever research paradigm has more weighting, qualitative or quantitative. However, 
Creswell & Plano (2011) also argue that one method can be prioritised, or both can be given 
equal importance or relevance. When examining the differences in the quality of care between 
accredited and non-accredited MoH hospitals in the KSA, a mixed-method Convergent Parallel 
design was deemed most suitable. This is because the findings from the quantitative component 
(comparison of quality indicators reports) can be complemented with the qualitative 
component of the in-depth understanding of staff perceptions about the quality of care 
programme. Therefore, the quantitative and qualitative methods have equal priority. 
Finally, it is worth noting that there are differences in the name of this design used.  As noted 
by Creswell and Plano Clark (2011, P.77): ‘‘A convergent parallel design has had many names 
since 1970, including simulation triangulation’’. Morse (1991) also identifies this design as a 
“parallel study”. Furthermore, the literature suggests that the description of this design may 
vary. For example, Tashakkori & Teddlie (1998) describe the model as a ‘convergence model’, 
and Creswell, (1999) as a ‘‘concurrent triangulation’’ (Creswell, & Plano Clark, et al., 2003). 
Nonetheless, in the last edition, Creswell and Plano Clark (2011, P.77) say, “Regardless of the 
name, the convergent design occurs when the researcher collects and analyses both quantitative 
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and qualitative data during the same phase of the research process and then merges the two sets 
of results into an overall interpretation.” 
 
3.5 Design of the study  
 
This study aimed to examine any potential differences in the quality of care provided by 
accredited and non-accredited Ministry of Health (MoH) hospitals in Saudi Arabia. A 
convergent parallel design was utilised to answer this research question. All data (quantitative 
and qualitative) was continuously collected from all eligible MoH hospitals after ethical 
approval was granted. Quantitative data was collected from hospital as reports of QCI, these 
indicators are available in the clinical auditing directorate of the MoH. Depending on the time 
taken to gain approval to access these reports for each of the MoH, data collection, it take up 
to three months. Staff from the eligible MoH hospitals were interviewed and qualitative data 
was collected during the same time period. After quantitative and qualitative data had been 
analysed separately, the findings were triangulated/combined and interpreted. 
 
The quantitative data was collected from 88 hospitals from their existing retrospective indicator 
reports (Figure 3.1). Details of these 49 indicators are presented in  list form in Appendix 3.  
Qualitative data was collected from four hospitals through the use of semi-structured interviews 
exploring the perceptions of staff regarding the quality of care in their hospital. The details of 
the 13 questions used in the semi-structured interviews are presented in Appendix 4.  
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3.5.1  Inclusion/exclusion criteria 
 
The target population for Part 2 of the study (interviews) were eight senior managers working 
in the top management positions of four hospitals. There were no limitations regarding the 
demographic factors of managers, e.g. gender, religion, age, or degree certificates. The major 
condition for participating in the study was that the managers from accredited hospitals should 
be available at the time of the accreditation survey, qualified, and working in a top management 
position at a MoH hospital. The top management staff were chosen for the qualitative part of 
the study because as members of the management team they are responsible and accountable 
for the implementation of the quality programme in the hospitals.  
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Figure 3.1Convergent Parallel Concurrent Timing Design 
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3.5.1.1  Inclusion criteria for qualitative data 
• Hospital director 
• Assistant of hospital director 
• Head of department  
• Working and were available during the hospital accreditation survey in top 
management    
• Position of accredited hospital 
• Working in a top management position of a non-accredited hospital 
• Available during the time of interview  
3.5.1.2 Inclusion criteria for quantitative data 
• All quality indicator reports for clinical auditing programme were required 
 
 
3.5.1.3 Exclusion criteria for quantitative data 
• Any missing data for indicator reports 
 
3.5.1.4 Exclusion criteria for qualitative data 
• Previous participation in accreditation if from a non-accredited hospital   
 
 
3.6 Setting and recruitment 
There are 270 hospitals under the MoH in the KSA, however. data was only available for 94 
of these. Of these 94, six were excluded due to missing data, therefore the study involved 88 
Chapter Three: Methodology 
 
107 
MoH hospitals in SA, comprising 46 accredited and 42 non-accredited hospitals. Ethical 
approval was granted on 5th February 2016, and participant recruitment started on 21st July 
2016 and concluded in October 2016. I used an open invitation to all 270 MoH hospitals within 
the KSA, where I explained the aims and objectives of the research to potential research 
participants. This was carried out to ensure that all hospitals had an opportunity to participate.  
 
However, due to time and resource constraints, only the hospitals that responded within the 
three month recruitment window were considered and included in the study.  It is important to 
mention that data collection started simultaneously with the recruitment process. More detail 
about this is presented in the data collection section below.    
 
3.7 Bias 
 
Bias can occur at any stage of planning, data collection, analysis or publication (J. Pannucci & 
G.Wilkins, 2011). Bias is defined as “the difference between a population mean of the 
measurements or test results and an accepted reference or true value” (Bainbridge, 1985). 
Therefore, bias will give unrealistic results that are either higher or lower than normal. This 
bias may be due to incorrect measurement tools or process error. Thus, describing all the steps 
that were put in to place to minimise systematic errors or bias and improve rigour is crucial. I 
checked the data carefully for missing entries or mistakes and ensured the data were sorted 
correctly. The indicators were explored using mean, median, maximum, minimum and 
standard deviation (SD).  
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3.8 Quality of Care Indicators (QCI) 
 
The National Health Performance Committee in Australia (NHPC,2001) defined the Quality 
of Care Indicators (QCI) as ‘a statistical reflection of the extent to which the outcome of the 
expectations of the quality of care level are achieved directly or indirectly’. Shaw (2003) 
provided a more comprehensive definition of QCI, referring to them as ‘tools for assessing 
hospital performance either internally or externally’. Hospital QCI are part of a clinical auditing 
programme that was implemented in 2009 to measure the performance of MoH Hospitals 
(Appendix 3). The aim of the programme is to improve the quality of healthcare in the KSA 
and bring it to par with world level service through the 49 indicators mentioned in detail in 
Section 3.8.1.  
 
3.9 Part one (quantitative component) 
3.9.1 Quantitative data collection  
Each hospital reports on 49 QCIs which are divided into the following three dimensions (see 
Appendix 3): 
• Professional Performance Indicators of a Healthcare Organisation  
• Health Organisation KPIs 
• Health Organisation Productivity Indicators 
 
These QCIs should be reported every month. A hospital’s clinical audit department is 
responsible for collecting the results for these indicators and sending them to the clinical audit 
department of the regional directorate. As mentioned previously, there are 20 regional 
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directorates that receive these QCI results and forward them to the clinical audit directorate in 
the MoH. Part of the data collection plan was to collect the data from the  clinical audit 
directorate in the MoH in the capital and not the individual regions, as initially intended. 
 
3.10 Data management, processing and analysis 
 
Due to the large amount of data collected in the quantitative component of the study, all the 
data was immediately entered into a computer software to aid data management. The collected 
QCI reports were tabulated and entered into IBM SPPS 24.  
 
3.10.1 Coding and entering data  
 
Once data was entered into the SPSS 24 software, a code which contained a letter and number 
was allocated for each QCI, as follows: 
• Professional Performance Indicators of Healthcare Organisation, X1 –X26 
• Health Organisation KPIs, Y27-Y41 
• Health Organisation Productivity Indicators. Z42-Z49 
• R is used for excluded indicators.  
 
The collected data were coded to ensure suitability for computer analysis (Pallant, 2011). Table 
3.2 below shows the code given to each of the QCIs.  
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Table 3-1 Indicator rational and code 
Dimension Indicator Code Indicator rational 
 
 
 
 
 
 
 
 
 
 
Professional 
Performance 
Indicators of 
Healthcare 
Organisation 
Rate of patients who spent 24 
hrs or more in the ER/month  
X1 To evaluate the ER 
performance and the 
admission process  
Average patient waiting time 
in the ER from registration to 
ICU admission/month  
X2 To evaluate the 
efficiency 
of patient care and the  
proper ER coordination 
Average patient waiting time 
in the ER from registration to 
ward admission (except to 
ICU)/month  
X3 To evaluate the 
efficiency of patient care 
and the proper ER 
coordination.To 
evaluate the readiness of 
the wards to receive 
patients 
Average patient waiting time 
in ER from registration to 
transfer to another hospital/ 
month  
X4 To evaluate the 
efficiency of the referral 
system and the proper 
ER coordination 
Percentage of cases admitted 
for 30 days or more in hospital 
wards/month 
X5 To evaluate the 
efficiency of hospital 
bed turnover 
Average patient waiting time 
for scheduling routine surgical 
operations/month  
X6 To evaluate the 
efficiency of the 
operating rooms  
Average patient waiting time 
for scheduling routine 
endoscopies/month  
R1 To evaluate the 
efficiency of the 
endoscopy unit  
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Operation cancellation rate 
(routine operations)/month. 
X8 To evaluate the 
efficiency of the 
operating rooms  
Endoscopy cancellation rate 
(routine endoscopies)/month 
R2 To evaluate the 
efficiency of the 
endoscopy unit  
Adult ICU occupancy 
rate/month  
X10 To evaluate the 
efficiency of the adult 
ICU  
Average length of stay in the 
adult ICU/month  
X11 To evaluate the 
efficiency of the adult 
ICU.To evaluate the 
efficiency of adult ICU 
bed turnover 
Percentage of cases admitted 
for 30 days or more in adult 
ICU/month.  
X12 To evaluate the 
efficiency of adult ICU 
bed turnover 
NICU occupancy rate/month  R3 To evaluate the 
efficiency of the NICU 
Average length of stay in the 
NICU/month  
R4 To evaluate the 
efficiency of the 
NICU.To evaluate the 
efficiency of the NICU 
bed turnover  
Percentage of cases admitted 
for 30 days or more in NICU/ 
month. 
R5 To evaluate the 
efficiency of NICU bed 
turnover  
Percentage of specialties that 
booking urgent appointment 
takes more than 2 weeks for 
new cases/month. 
X16 To evaluate the 
efficiency of patient care 
in the OPD 
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Percentage of specialties that 
booking routine appointment 
takes more than 4 weeks for 
new cases/month.  
X17 To evaluate the 
efficiency of patient care 
in the OPD  
 
Percentage of specialties that 
booking admission for routine 
surgical procedures takes more 
than 4 weeks for new 
.cases/month 
X18 To evaluate the 
efficiency of patient care 
in the inpatient  
Percentage of patients not 
attending OPD specialty/ 
month. 
X19 To evaluate the 
efficiency of patient care 
in the OPD  
Average turnaround time for 
CBC from time received to 
time delivered in the lab for 
inpatient 
X20 To evaluate the 
efficiency of patient care 
in the laboratory  
Average turnaround time for 
chemistry from time received 
to time delivered in the lab for 
inpatient 
X21 To evaluate the 
efficiency of patient care 
in the laboratory  
Average turnaround time for 
blood culture from time 
received to time delivered 
from the lab for inpatient 
/month.  
X22 To evaluate the 
efficiency of patient care 
in the laboratory  
 
Average turnaround time for 
histopathology from time 
received to time delivered 
from the lab/month. 
R6 To evaluate the 
efficiency of patient care 
in the laboratory  
 
Average U/S booking time for 
OPD patients/month 
X24 To evaluate the 
efficiency of patient care 
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in the radiology 
department  
Average CT scan booking 
time for OPD patients/month.  
X25 To evaluate the 
efficiency of patient care 
in the radiology 
department  
Average MRI booking time 
for OPD patients/month  
R7 To evaluate the 
efficiency of patient care 
in the radiology 
department  
 
 
 
 
 
 
 
 
Health Organisation  
KPIs 
Hospital mortality rate 
(inpatient)/mon 
Y27 To evaluate atient safety 
in the hospital  
Operative Mortality Rate 
/month. 
Y28 To evaluate patient 
safety in the OR.  
Unscheduled return to O.R 
within 48hrs/month. 
Y29 To evaluate the 
efficiency of patient care 
in OR.  
Number of patient falls/month. Y30 To evaluate the 
efficiency of patient 
safety in the inpatient.  
Number of medication 
errors/month  
Y31 To evaluate the 
efficiency of patient 
safety in the hospital  
Ventilator Acquired 
Pneumonia (VAP) rate/month 
Y32 To evaluate patient 
safety in the ICU  
Surgical Site Infection (SSI) 
rate/month 
Y33 To evaluate patient 
safety in the hospital  
Number of patients that 
developed bed sores during 
hospitalisation including ICU 
(new cases)/month  
Y34 
 
To evaluate the 
efficiency of inpatient 
care in the hospital 
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Number of code blue/month. Y35 To evaluate the 
efficiency of patient care 
in the hospital  
Caesarean section rate /month. R8 To evaluate the 
efficiency of patient care 
in the hospital  
Central line infection rate CR-
BSI)/month.  
Y37 To evaluate patient 
safety in ICU  
Number of needle stick 
injuries/month 
Y38 To evaluate staff safety 
in the hospital  
C.P.R failure rate/month. Y39 To evaluate the 
efficiency of patient care 
in the hospital  
Number of intra-operative 
cardiac arrests/month  
Y40 To evaluate the 
efficiency of patient care 
in the OR  
Number of post-operative 
cardiac arrests within 48hrs 
/month. 
Y41 To evaluate the 
efficiency of patient care 
in the surgical wards & 
ICU  
 
 
 
 
 
Health Organisation 
Productivity 
Indicators   
Average Length of Stay 
(ALOS) in the hospital /month  
Z42 To evaluate hospital 
productivity & the 
efficiency of patient care  
Number of admissions/month Z43 To evaluate hospital 
productivi  
Number of discharges/month Z44 To evaluate hospital 
productivity  
Number of ER visits/month Z45 To evaluate hospital 
productivity  
Number of surgeries/month. Z46 To evaluate hospital 
productivity  
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3.11 Data analysis plan  
According to De Vaus (2013), the complexity of the research question plays a major role in 
determining the analysis method used in the study. The chosen method depends on the number 
of variables involved in the research question: one variable, two variables, or multiple 
variables. This study uses two variables: accredited, and non-accredited, which is known as a 
bivariate analysis method. De Vaus (2013) argued that statistics are a tool in the hand of any 
researcher, who can choose the most appropriate method to analyse the data collected. Thus, 
the plan for analysis for this quantitative component was to use both descriptive and inferential 
statistics. 
 
Descriptive analysis summarises the shape of data using three formats: tabular, graphical, and 
statistical. This descriptive statistics describe the basic features of the data as well as providing 
simple summaries about the sample and the measures. This part is important as it enables the 
researcher to present the data in a more meaningful way, which then allows for simpler 
interpretation of the data.  
 Number of endoscopies/month R9 To evaluate hospital 
productivity  
Occupancy rate/month Z48 To evaluate hospital 
efficiency & productivity  
Number of outpatient 
visits/month  
Z49 To evaluate hospital 
productivity  
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The second type of analysis used was inferential statistics. This goes further to test whether the 
results can be generalised to a broader population, depending on the statistical test for the 
research purposes. Inferential statistics have two main types: interval estimates, and statistical 
significance (De Vaus, 2013). Inferential statistics were used in this study to determine the 
significance of the difference between the QCIs of the accredited and non-accredited hospitals. 
Further analysis was carried out to determine whether differences between the QCIs of 
accredited and non-accredited hospitals are due to hospital size.  A chi-square test for 
independence was performed to find whether there is a significant relationship between 
hospital accreditation and size.  
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3.12 Part two (qualitative component) 
3.12.1 Qualitative data collection 
 
The qualitative part of the research employed the interview method to collect data. The aim of 
the interviews was to record the beliefs, feelings, knowledge and thoughts of the participants 
(Fetterman, 2009). Also, in the interviews, the researcher has an opportunity to clarify any 
unclear points (Polit & Hungler, 1995). In this study, the aim of the interviews was to 
investigate the participants’ perception of the quality of care provided in their area with a view 
to developing a deeper understanding of this issue.    
 
According to Creswell and Plano Clark (2011), the researcher may face several challenges 
when using a mixed-method approach. These challenges include a limited time available to 
collect both types of data due to data being collected simultaneously. However, Creswell and 
Plano (2011) add that the equality of quantitative and qualitative data can lead to concerns 
about its value in gaining an understanding of the research problem. Moreover, the researcher 
must be adequately skilled in both quantitative and qualitative methods and well-organised to 
efficiently manage the data collected.  
 
Considering the above, as well as considering the overall research question, both the 
quantitative and qualitative data had equal value for this study. The skills needed for devising 
the data collection plan as well as its rationale were developed via attending methodology 
module seminars and workshops. Thus, the data collection plan for the qualitative part is 
outlined as follows:  
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3.12.2 Inclusion/exclusion criteria 
 
The target population for the interviews were the eight senior managers working in the top 
management positions of four hospitals. There were no limitations regarding the demographic 
factors of managers, e.g. gender, religion, age, or the degree certificates. The major condition 
for participating in the study was that the managers from accredited hospitals should be 
available at the time of accreditation survey, qualified, and working in a top management 
position at any MoH hospital. 
 
3.12.2.1 Inclusion criteria 
As maintained in section 3.5.1. 
 
3.12.3 Exclusion criteria 
• Not in a top management position  
• Previous participation in accreditation if from a non-accredited hospital   
• Unavailable at the time of the study  
 
3.13 Qualitative interview participant recruitment  
 
The qualitative data was collected over a three-month period (from July 2016 to the end of Oct 
2016). During this three-month period, eight managers of four hospitals were approached.  
There is no agreement among researchers as to the ideal number of participants for qualitative 
research to wholly explore a topic (Sandelowski, 1995). In general, the researcher should set 
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the participant number according to the bases of reaching informational redundancy or 
theoretical saturation against the quantity of information and the analytic task it poses. In a 
study in which in-depth semi-structured interviews are used to examine experiences and 
perspectives within a defined group, a sample of 6-10 could be adequate (Bourgeault, Dingwall 
& de Vries, 2010). Considering the above as well as the reality of collecting quantitative data 
simultaneously, a total recruitment figure of eight managers across the four hospitals was 
considered appropriate for the qualitative part of this study. The participants were approached 
by sending email to all MoH hospitals. The first four accredited hospitals to respond took part 
of the interview. The first four non-accredited hospital were taken as well to be involved in the 
interview. Finally, the total of the first eight responses from both groups were contacted to 
confirm the day and place of the interview. The other hospitals that responded were sent an 
email to thank them for their response and to advise that they may be contacted for any future 
study. 
 
3.14  Semi-structured interviews  
 
According to Bryman (2004), the qualitative method depends mostly on the interview tool. The 
semi-structured interviews used in this research explore the hospital manager’s understanding 
of quality of care in their hospital. Through the interviews, the participants were given an 
opportunity to share their knowledge, opinions and feelings, as recommended by Creswell & 
Plano Clark (2011). 
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According to Polit (2010), one to two hours is a reasonable duration of time for the interviewer 
to understand the participant’s point of view. The participants who agreed to be interviewed 
and registered their contact details were contacted individually by telephone to set the time and 
place for the interview. The aim was firstly explained to the participants in the invitation letter 
they received (Appendix 5). The participant’s right to not participate or to withdraw at any time 
was hereby clarified, and the interviewee’s participation was entirely voluntary, as declared in 
the consent form (Appendix 6), and confirmed by their agreement to record the interview. At 
the end of the initial telephone conversation with the participant, the time and place of interview 
was arranged and followed up with a confirmation email.  
 
In preparation for the interviews, a reminder of the location and the time of the interview was 
sent to each participant a day before it was set to take place. If required by participants, an 
interview transcript was sent to them via email so that any necessary amendments and 
modifications could be made, in-order to recognise the credibility and verify the 
trustworthiness of this study (Creswell, 2009). In addition, although following an interview 
guide, the interviews were designed with flexibility in mind, as suggested by Bryman (2004), 
allowing the participants to feel free to answer the questions in a manner that is unrestricted.  
 
As suggested by El-Jardali et al. (2008), as to the type of questions used in the interviews, I 
decided to use a combination of six types of question as guidelines (Appendix 4). This allowed 
the focus for the participants to be on the important research questions (Polit and Beck, 2013). 
The questions started with general topics and then became more specific to the literature 
research. Notes were taken during the interviews in order to help me to concentrate on the 
participants’ responses, and to develop further questions until there was no more useful 
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information to be gained from the interview (Merriam, 2009). According to Hanson (2008), 
permission to use a voice recorder must be obtained from each participant. Therefore, this 
permission was included in the consent form (Appendix 6).   
 
Bryman (2004) suggests that it is essential to record the conversations and interviews in-order 
to follow-up and confirm the information acquired through the interviewees and to carefully 
consider the language used. He further suggests some of the advantages of the use of an 
electronic voice recorder in the interviews, due to the following: 
Human memory has natural limitations and, using this technique, any memory related errors 
will be corrected. It provides the opportunity to further examine what people say, as the answers 
from the interviewees can be repeated. In addition, the data can be made available for public 
inspection by other researchers who can evaluate the procedure of analysis carried out by the 
original researcher. 
It provides evidence that can be used to reject any accusation that the analysis is affected or 
biased by the researcher’s own opinions. Finally, it is useful for retrieving data at any time, and 
to use that data for other theoretical ideas (Bryman, 2004). 
Bryman (2004) recommended that researchers use a high-quality voice recorder and 
microphone. He added that a transcription machine is helpful to obtain quick results, and 
preferable to a time-consuming manual transcription process. He also emphasised the need to 
ensure that the recording machine is visible to the interviewees.  Onwuegbuzie & Combs 
(2011) recommended that the researcher be flexible in the semi-structured interviews, as 
employed in qualitative research. This flexibility allows the researcher to not only react to what 
the interviewees say, but also to follow-up on any interesting points made in their responses. 
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As a result of this flexibility, he recommends that the researcher should, at all costs, avoid 
conducting a structured interview, and instead should use open-ended questions.  
 
Moreover, changing the order of the questions is considered flexible, but the change should be 
made clear during the transcription (Bryman, 2004). Flexibility can be of value when facing a 
problem such as audio-recording device failure, or the interviewee declining to record the 
interview.  
 
According to the literature, use of language plays a major role in conversation; in the way a 
question is asked and how the participant answers, tone and nuance are critical (Onwuegbuzie 
& Combs, 2011; Padgett, 2012; Teddlie & Tashakkori, 2009). Although English is the main 
language of the MoH organisations in the KSA, and all staff are obliged to document anything 
related to the patient using English, some medical reports are written in Arabic when needed, 
for example in a law court, school, or as evidence for other purposes. I used the Arabic language 
in the interviews to give the participants the opportunity to explain their feelings freely and 
honestly, without language barriers. Understanding the participants’ words, often including 
slang, is an important component of knowing the actual meaning in the local language 
(Bryman, 2002). Moreover, I translated the transcript to English to ensure there are no 
discrepancies in the terminology used. This translation was then verified for authenticity by a 
translation agency (Appendix 7).  
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3.15  Data analysis  
According to (Burnard, Gill, Stewart, Treasure & Chadwick, 2008), deductive and inductive 
paradigms are the main approaches to analysing qualitative data. An inductive approach was 
used for this study to search, in depth, for any potential differences in the quality of care 
between accredited and none accredited hospitals, for which the MoH’s hospitals in the KSA 
have not yet been evaluated. Burnard et al. (2008) agreed that an inductive model is a broad 
approach that is useful if the phenomenon of the study is not known or there is insufficient 
information about it. In addition, the inductive analysis is commonly used to analyse qualitative 
data. In qualitative research, data analysis continues and is amended during the study “in light 
of emerging findings”, although the analysis begins immediately after data collection (Burnard, 
Gill, Stewart, Treasure & Chadwick, 2008). The descriptive analysis was obtained by 
transcribing the conducted interviews, but the real explanation of the transcript was not yet 
visible. The focus of interpretation of the data was on the identification of themes, the 
exploration of hidden ideas, and making sense of the data that had been collected and 
transcribed (Burnard, Gill, Stewart, Treasure & Chadwick, 2008).   
To deliver a rich, comprehensive account of the participant’s perceptions and knowledge, 
thematic analysis was employed (Bernard, 2006). In qualitative analysis, the researcher plays 
a crucial position in combining and interpreting the data. This is because the researcher’s 
subjectivity affects the interpretation of the data (Braun & Clarke 2013). It has been debated 
that only researchers who come from the realms of life of their subjects can interpret these data 
adequately (Bernard, 2006). In support of this, and as seen from the introduction section, the 
previous experience of the researcher is from the area of quality of care and preparing hospitals 
for accreditation, which is a useful tool for analysing the qualitative data.   
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3.16  Analysis steps 
According to Braun & Clarke (2006), there are six major steps necessary for one to undertake 
a robust qualitative data analysis (see Figure 3.2): 
Step 1: The first step requires that the researcher familiarise themselves with the data by way 
of taking notes from the primary data and attempting to link it to the literature in order to 
identify any patterns. I believe that this step is critical in many ways; firstly, it allows for a 
personal reflection of the research design, and secondly, it allows one to review the suitability 
of analysis techniques used. 
Step 2: A  familiarisation with the data, according to Braun & Clarke (2006),  second step 
involves the researcher coding the data. I believe that the process of coding creates an 
opportunity to ease navigation through the raw data and create a high level of consistency. 
According to Miles, Huberman & Saldaña, (2013, p.72): “Some researcher methodologists 
believe that coding is merely technical, preparatory work for higher level thinking about the 
study. But we believe that coding is deep reflection about and, thus, deep analyses and 
interpretation of, the data meanings”. 
Step 3: The third step strives to ‘tally up’ the codes with the themes, hence ensuring that there 
are patterns in the codes and making it possible to see how themes cascade the list of questions. 
Step 4: At Step Four it is possible for the analysis to establish clear thematic maps that are 
essential for detailed analysis (Braun & Clarke, 2006).  
Step 5: Upon arriving at convincing themes, the researcher conducts and writes an  analysis of 
each topic; the researcher presents the story behind each topic and how the topic fits into the 
general story of the data, while distinguishing the 'essence' of each topic and developing a solid 
and instructive name for each topic. 
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Step 6: The final step where the researcher can select representative data, and extract and relate 
analysis back to the research question and to relevant literature to be used in the discussion. 
 
Figure 3.2 Thematic analysis (Braun & Clarke, 2006). 
Step	1
••Familiarisation with the data
••Transcribing data
••Reading and re-reading the data
••Noting initial ideas  
step	2
••Generating initial codes
••Coding the data systematically
••Collating extracts of data relevant to each code  
step	3
••Searching for themes 
••Collating codes into potential themes 
••Gathering data extracts for each potential theme 
step	4
••Reviewing themes 
••Checking fitness of themes with coded data 
••Generating a thematic map of the analysis 
step	5
••Defining and naming themes
••Continuing analysis to refine all aspects of each theme
••Creating precise definitions for each theme  
step	6
••Producing the written study
••Select representative data extracts
••Relate analysis back to the research question and to relevant 
literature 
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3.17  Qualitative pilot study 
 
A pilot study was conducted in two hospitals; one accredited, and one non-accredited. The 
hospitals were selected from a list of eligible participants to allow the researcher to practice 
gathering the required data and to become familiar with the difficulties associated with the 
interview process. If there are any changes necessary as a result of the pilot study, these will 
be considered. The pilot study participants were excluded from the qualitative interviews and 
data gathered.  
 
3.18  Validity and reliability 
 
Data analysis can be validated in two ways. Participants can validate the analysis themselves 
when the researcher returns the analysis and asks for a validation ‘member check’, or the 
qualitative researcher can analyse the data independently; this process is known as a “peer 
review” (Burnard, Gill, Stewart, Treasure, & Chadwick, 2008). This is, however, time 
consuming. Burnard et al. (2008) argue that if the data were not analysed immediately after 
collection and then sent back to the participants, they may change their perceptions and 
opinions, according to the situation. Alternatively, the peer review may be carried out 
independently through an expert qualitative researcher. This process helps to prevent any 
influence of the main researcher’s bias and to develop new themes, or theories, if applicable. 
The potential contradiction between researcher views is the main issue of using this approach 
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(Burnard et al., 2008). Therefore I sent the fully transcribed data to two of the participants, who 
replied that they were happy and they did not provide any comments.  
 
3.19  Ethical considerations  
 
This study was approved by the Research Ethical Panel at University of Salford on 5 February 
2016 (HSCR 15-159) (Appendix 8). This committee is concerned with the standards of 
preserving the ethics of the study research and facilitating the work of researchers to preserve 
the rights of participants in the research process. The study was also approved by the General 
Directorate of Study and Research in MoH in Saudi Arabia on 21 July 2016 (Appendix 9). In 
addition, the MoH requested that all researchers take an online exam from the National Institute 
of Health (NIH) Office of Extramural Research by completing the NIH Web-based training 
course "Protecting Human Research Participants". The certificate for this was completed on 13 
April 2016. See certificate no 2054748 (Appendix 10). 
 
As per Patton (2002), the use of human participants in any research study entails a discussion 
of the ethical considerations of how, what, and why the study was, or is to be, conducted. 
Moreover, the primary ethical concern is to ensure the confidentiality of the participants and 
to protect their welfare (Patten, 2002). The first ethical issue that may face a social researcher, 
as clarified by Bryman (2002, p.479), is harm to the research participants. This is divided into 
four categories: “physical harm, harm to participant development, loss of self-esteem, and 
stress”.  
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Bryman adds that the other ethical issues involve lack of informed consent, invasion of privacy 
and, lastly, the use of deception (Bryman, 2002). However, informed consent was attached to 
the application sent to the MoH ethics committee and when sent to the research ethics panel to 
fulfil the requirements of Academic Ethics Policy, and this was considered to be suitable to 
obtain the information required. In this policy, it has been highlighted that participation is 
entirely voluntary (Academic Ethics Policy, 2017).  
Once the researcher explained the aims and objectives of the study, the participants were given 
an opportunity to sign the informed consent forms, as per the academic ethics policy.  
In qualitative research, commonly, the participants are selected intentionally because they are 
known to possess valuable information about the phenomenon under study (Patton, 2002; 
Reed, Procter, & Murray, 1996). Furthermore, to protect the identity of the participants, no 
personally identifying information was requested from the participants and all the data was 
anonymised through a coding process. Nonetheless, part of the ethical process was the 
obligation to remind the interviewees of their right to not participate, as well as to emphasise 
that confidentiality will be maintained before, during, and after the interview.   
Farther more to protect the identity of the participants, no personally identifying information 
was requested from them and codes were allocated. However, I was ethically obliged to remind 
the interviewees of their right to not participate; as well as to emphasise that confidentiality 
will be maintained before, during, and after the interview. After this process (Figure 3.2), I had 
handled the approval later to each place before the data collection process commences.  
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Figure 3.3 MoH Approval Process  
Ministry of Health, Directorate 
of Ethics and Research 
Committees  
Regional Health Directorate  
88 Hospitals for Quantitative Data 
Collection 
(Hospital Indicators Report)  
4 Hospitals for Qualitative Data 
Collection 
(Semi-structured Interview)  
Chapter Three: Methodology 
 
130 
3.20  Conclusion  
 
This chapter has outlined the study design and approach to determining any potential 
differences in the quality of care provided by accredited and non-accredited MoH hospitals in 
the KSA. A convergent parallel design was identified as an appropriate method for data 
collection and understanding and answering the research questions. In keeping with this 
method, boundaries were set with data being collected from clinical auditing directorates and 
by interviewing professional staff. The following chapter will provide results and 
interpretations of the quantitative and qualitative data in preparation to present it in future work 
in the discussion chapter. 
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4 Chapter Four: Results 
Introduction 
 
The previous chapter discussed the overall methodology and gave an account of how the data 
analysis would be addressed. Since the study used both quantitative and qualitative data, the 
first part of Chapter Four will discuss the results from the quantitative, and the second part of 
the chapter will discuss the qualitative data results, before moving on to the discussion in the 
following chapter. The first section of the results chapter presents quantitative data including 
descriptive statistics for the QCI’s, for demographics including: hospital profiles, hospital by 
accreditation, hospital by size, and the process of data entry and cleaning. It will then conclude 
with a section presenting the inferential analysis and the findings from the tested hypotheses.  
The second part of the results chapter presents the qualitative results of the thematic analysis 
of the transcripts based on the semi-structured interviews. The findings were structured under 
categories and sub-categories of themes that developed from the interviews.  
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4.1 Part 1: Quantitative results  
 
As highlighted in Figure 4-1 below, the quantitative results are presented in two sections: 
descriptive analysis, and inferential analysis. The descriptive analysis part is divided into three 
sub-sections presenting all the hospital profiles, hospital profiles by accreditation, and hospital 
profiles by size.   
The all hospital profiles give the total number of MoH hospitals and how many of these 
hospitals have been involved in the study. The second sub-section describes the hospital 
profiles by accreditation, clarifying how many hospitals are accredited and how many are not. 
The third sub-section presents the hospital profile by size. Finally, the second section is 
concerned with the inferential analysis conducted for this study.  
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Quantitative 
Results 
Descriptive 
Analysis 
Inferential 
Analysis 
All MoH Hospitals 
are 270 
Received 94 Hospitals Yes 176 Hospitals No Data were completed 
88 Hospitals 
Yes 
6 Hospitals 
No 
Accredited 
46 Hospitals 42 Hospitals 
No 
3 Large 
Hospitals 
7 Medium 
Hospitals 
32 Small 
Hospitals 
END 
6 Large 
Hospitals 
23 Medium 
Hospitals 
17 Small 
Hospitals 
Yes 
Figure 4.1 Descriptive statistics workflow 
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4.1.1 Data processing  
For this study, the 49 QCIs (Appendix 3) were entered in to SPSS 24 software and were 
explored to achieve the research goals. The data were screened for missing values and errors. 
According to Rahm & Do (2000), data cleaning or “data scrubbing” is a process that deals with 
any errors contained in the data. This step is important, as it prepares the data for testing 
without errors. This process found that more than 20% of the overall expected data from the 
six hospitals was missing. This would have given a skewed and unrealistic picture of the 
hospitals and the overall analysis.  Therefore, these hospitals were excluded. Thus, only data 
from the 88 hospitals that had a complete dataset was analysed. From the 49 QCIs, nine were 
found to have missing observations from most of the hospitals. This accounted for the missing 
data ranging from 19% to 29%, and, consequently, they were removed from the analysis. All 
excluded QCIs were given the code (R), as illustrated in Table 4.1. Data for the endoscopy 
unit, neonatal intensive care unit, histopathology service and MRI indicators was absent, 
because these services are not available in most of the hospitals. Moreover, the majority of the 
hospitals did not have maternity services.  
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Table 4-1 Indicators data excluded 
 Table A: Missing values summary  
  N Mean Std. Deviation Missing 
Code Count Percent 
Average patient waiting time for 
scheduling routine endoscopies/month 
R1 62 8.9443825 17.6885062 26 29.5 
Endoscopy cancellation rate (routine 
endoscopies)/month 
R2 63     9.29454 11.4398730 25 28.4 
NICU occupancy rate/month R3 67    75.8470421 67.3431139 21 23.9 
Average length of stay in the NICU/month R4 68    8.08692110 5.46562178 20 22.7 
Percentage of admitted cases /for 30 days 
or more in NICU/ month. 
R5 67 15.8829840 22.5565106 21 23.9 
Average turnaround time for 
histopathology from time received to time 
delivered from the lab/month. 
R6 68 7.89773025 7.24747056 20 22.7 
Average MRI booking time for OPD 
patients/month. 
R7 64 17.1102676 20.9671471 24 27.3 
Caesarean section rate /month. R8 71 27.1566671 14.49784353  17 19.3 
Number of endoscopies /month. R9 70 42.9248881 72.7837464 18 20.5 
 
4.1.2 All hospital profiles  
 
This sub-section contains demographic data about all the included hospitals (accredited and 
non-accredited). As demonstrated in Figure 4-1 above, a total of 270 hospitals were invited to 
share their QCI reports. Only 94 of the MoH hospitals responded, accounting for 35% of the 
total number of MoH hospitals. A further six hospitals were excluded due to lack of data. Thus, 
a total of 88 hospitals were included in this study. 
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4.1.2.1 Hospital accreditation 
 
As shown in Table 4.2, 48% of the hospitals were not accredited, and 52% were accredited. 
This finding was unexpected because most of the total number of MoH hospitals (n=270) are 
not accredited. 
Table 4-2  Hospital classification by accreditation 
 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid Non-accredited 42 47.7 47.7 47.7 
Accredited 46 52.3 52.3 100.0 
Total 88 100.0 100.0  
  
4.1.2.2 Hospital sizes 
As demonstrated in Table 4.2, from the total of 88 hospitals included in this study, 49 were 
characterised as small, representing 56% of the sample. Medium sized hospitals accounted for 
34%, and large hospitals formed only 10% of the sample. Hospitals were divided into these 
three categories by considering hospitals of 100 to 200 bed capacity as small, 201 to 400 as 
medium, and above 400 bed capacity as large. 
Table 4-3 Hospital classification by size 
 Frequency Percent 
                     Hospital Size 
 Small 49 55.68% 
 Medium 30 34.09% 
 Large 9 10.23% 
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4.1.3 Preliminary descriptive data  
 
As previously described in methodology section 3.10.1, the 49 QCIs were classified into three 
groups by the auditing programme policy:  
The first group deals with the Professional Performance Indicators of Healthcare 
Organisation. This group consists of 26 QCIs. The second group consists of 15 QCIs and 
deals with health organisation KPIs. The third group consists of eight QCIs and looks at the 
health organisation productivity indicators. A table containing a full breakdown of means 
and standard deviations for each of the QCIs for all three groups is given in Appendix 11, 21 
and 13, respectively.  
 Before conducting analysis using descriptive statistics and statistical tests, it is crucial to 
examine the symmetry and kurtosis of data distribution. Values for asymmetry (skewness) and 
kurtosis between -2 and +2 are considered acceptable in order to prove normal univariate 
distribution (George & Mallery, 2010).  Since symmetry is not an indication of normality, the 
K-M and Shapiro-Wilk test are used to test whether data is normally distributed or not. For the 
underlying data, Table 4.4 showed that the indicators had high kurtosis with the presence of 
skewness for both accredited and non-accredited hospitals.  Also, the Shapiro-Wilk tests given 
in Table 4.4 was found to be significant for both accredited and non-accredited hospitals, which 
showed that the indicators were not normally distributed.   
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Table 4-4 Data distribution using skewness and kurtosis 
Data distribution using skewness and kurtosis  
 Accredited=Y/     Non-accredited=N 
N Y Total 
Kurtosis Skewness Kurtosis Skewn
ess 
Kurtosis Skewness 
Rate of patients who spent 24 hrs or more in the ER\Monthly 39.001 6.176 28.434 5.118 41.576 6.091 
Average patient waiting time in the ER from registration to ICU admission\Monthly 26.887 4.885 10.277 3.214 18.823 4.192 
Average patient waiting time in the ER from registration to ward admission (except to ICU)\Monthly 8.702 2.735 9.051 2.939 14.204 3.498 
Average patient waiting time in the ER from registration to transfer to another hospital\Monthly 24.567 4.508 6.233 2.498 12.555 3.385 
Percentage of admitted cases for 30 days or more in hospital wards\Month. 5.055 2.305 3.941 1.486 6.310 2.299 
Average patient waiting time for scheduling routine surgical operations\Month. 5.292 2.339 5.222 2.277 7.399 2.581 
Operation cancellation rate (routine operations)\Monthly 2.189 1.587 3.575 1.884 3.301 1.773 
Adult ICU occupancy rate\Monthly -.124- -.427- -.878- -.567- -.435- -.509- 
Average length of stay in the adult ICU\Monthly 2.963 1.538 20.179 3.868 25.663 4.088 
Percentage of admitted cases for 30 days or more in adult ICU\Monthly 1.929 1.380 3.929 1.632 3.197 1.539 
Percentage of specialties for which booking urgent appointment takes more than 2 weeks for new cases\Monthly 6.067 2.529 3.164 2.035 6.146 2.540 
Percentage of specialties for which booking routine appointment takes more than 4 weeks for new cases\Monthly 1.286 1.333 1.704 1.470 3.014 1.704 
Percentage of specialties for which booking admission for routine surgical procedures takes more than 4 weeks for new cases\Monthly 1.270 1.453 5.831 2.104 3.656 1.790 
Percentage of patients not attending OPD (specialty)\Monthly -.065- .054 .184 .463 .238 .329 
Average turnaround time for CBC from time received to time delivered in the lab for inpatient\Monthly 1.626 1.535 1.674 1.512 1.485 1.493 
Average turnaround time for chemistry from time received to time delivered in the lab for inpatient\Monthly -.364- .655 .409 .789 -.055- .696 
Average turnaround time for blood culture from time received to time delivered in the lab for inpatients\Monthly 1.121 .925 .922 .077 2.460 .968 
Average U/S booking time for OPD patients\Monthly 4.258 2.095 .463 1.116 2.760 1.683 
Average CT scan booking time for OPD patients\Monthly 6.097 2.426 5.064 2.079 5.719 2.228 
Hospital Mortality Rate (Inpatient)\Monthly 4.175 1.924 1.326 1.143 1.976 1.406 
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Operative Mortality Rate\Monthly 8.348 2.796 10.361 2.803 9.391 2.781 
Unscheduled return to OR within 48 Hrs \Monthly 12.770 3.477 36.510 5.795 42.205 5.929 
Number of patient falls in a year 2.713 1.638 3.486 2.047 6.482 2.468 
Number of medication errors\Monthly 5.595 2.550 33.908 5.638 60.434 7.393 
Ventilator Acquired Pneumonia rate (VAP) \Monthly 38.557 6.099 .916 1.268 77.503 8.560 
Surgical Site Infection (SSI) rate\Monthly 9.250 2.724 2.814 1.406 5.118 1.949 
Number of patients that developed bed sores during hospitalisation including ICU (new cases)\Monthly 10.202 3.114 10.173 2.924 10.200 2.993 
Number of code blue\Monthly .720 1.222 18.189 3.699 28.522 4.456 
Caesarean Section rate\Monthly 9.233 2.595 4.024 1.785 5.493 2.071 
Central Line Infection rate (CR-BSI)\Monthly 2.609 1.813 17.456 4.018 16.048 3.599 
Number of needle stick injuries\Monthly 9.846 2.934 3.339 1.589 5.868 2.191 
C.P.R failure rate\Monthly 3.878 -1.604- -.411- -.280- 2.875 -1.155- 
Number of intra-operative cardiac arrests\Monthly 19.599 4.083 10.242 2.737 12.337 3.156 
Number of post-operative cardiac arrests within 48hrs\Monthly 17.086 3.844 12.242 3.338 22.219 4.365 
Average Length Of Stay (ALOS) in the hospital\Monthly 20.886 4.119 2.300 1.452 27.487 4.354 
Number of admissions\Monthly 3.148 1.753 5.249 1.940 3.922 1.817 
Number of discharges\Monthly 4.477 1.948 5.429 1.962 4.760 1.930 
Number of ER visits\Monthly .047 .379 1.936 1.057 1.488 .838 
Number of surgeries\Monthly 7.971 2.629 -.410- .689 3.266 1.633 
Occupancy rate\Monthly 39.991 6.251 32.840 5.309 57.553 7.246 
Total outpatient visits\Monthly 3.453 1.812 2.073 1.631 3.394 1.864 
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4.1.4 Inferential analysis: hypotheses testing 
4.1.4.1 Significant main effect of hospital accreditation: Mann-Whitney tests 
 
Since normality assumption for the data set (i.e., when the distributions are skewed or have 
high variance) is violated, non-parametric approaches used to test the dataset.  The Mann-
Whitney U is sensitive to changes in the median, and not to changes in the shape. I computed 
a test statistic of Mann-Whitney and a corresponding p-value, which give a sense for how likely 
the data are under the null hypothesis. 
However, the Mann-Whitney test is used to compare differences between two independent 
groups when the dependent variable is either ordinal or continuous, but not normally 
distributed. In this case, the two independent groups are accredited hospitals, and non-
accredited hospitals. Our dependent variables are the indicators. Mann-Whitney tests indicated 
statistically significant differences between accredited and non-accredited hospitals for some 
indicators, at a significance level of α = 0.05. Indicators with significant differences are 
highlighted in Table 7, along with mean ranks. Hospitals with higher mean rank have higher 
indicators. 	
Based on the results reported in Appendix 14, only statistically significant results are displayed 
as (highlighted) in the table and the significant tests can be summarised graphically as follows. 
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4.1.4.1.1 Professional	performance	indicators	of	a	healthcare	organisation	
 
Five OCIs found a significant difference between accredited and non-accredited hospitals 
when each QCI in the accredited hospitals was compared to each QCI in the non-accredited 
hospitals. These results are shown below in Figure 4-2.  
The first indicator (X8), for the non-accredited hospital, was observed to have mean=8.07 and 
median=4.335. For the accredited hospital, the mean=11.79 and median=8.16. The significant 
difference of the indicator, operation cancellation rate (routine operations)\Monthly is (p-
value=.009). the second indicator (X11) which was about average length of stay in the adult 
ICU, p-value = 0.009. The accredited hospital mean = 8.77, and median=7.25. The non-
accredited hospitals mean = 5.77, and median=4.45. Thirdly, (X16) the percentage of 
specialties for which booking an urgent appointment takes more than two weeks for new cases, 
the p-value = 0.017. In the non-accredited hospital, the mean=4.01 and median=.000. For the 
accredited hospital, the mean=10.06 and median=1.532. Indicator number four (X17), for the 
non-accredited hospital, showed mean=11.48 and median=6.86, for the accredited hospital, the 
mean=20.814 and median=13.30. There was a significant difference in percentage of 
specialties for which booking a routine appointment takes more than four weeks for new 
cases\Monthly” (p-value=.020). The fifth indicator (X25), for the non-accredited hospital, the 
mean=5.62 and median=2.491. For the accredited hospital, the mean =8.83 and median=.492. 
There was a highly significant difference in the average CT scan booking time for OPD 
patients\Monthly (p-value=0.022). 
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Figure 4.2 Professional performance indicators of a healthcare organisation 
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4.1.4.1.2 Health	organisation	KPIs	
 
Of the 14 Health organisation KPIs, five were affected by the accreditation factor; i.e. there 
was a significant difference between accredited and non-accredited hospitals in five of the 
QCIs. This is presented in Figure 4.3. The first indicator (Y27), for non-accredited hospitals, 
was found to have mean=1.866 and median=1.48. For accredited hospitals, the mean=2.48 and 
median=2.04. The significant deference of Hospital Mortality Rate (Inpatient)\Monthly (p-
value=0.024). The second indicator of this group (Y29) showed the non-accredited hospitals 
mean=0.238 and median=0.083. For accredited hospitals, it was noted that mean=0.39 and 
median=0.167. This difference in an unscheduled return to OR within 48 Hrs\Monthly 
indicator was significant (p-value=.013. The third indicator (Y30), for non-accredited hospitals 
showed mean=5.73 and median=2.50. For accredited hospitals the mean=11.804 and 
median=7.00. There was statistically different in Number of patient falls in year (p-
value=.008). The fourth indicator (Y33), in the non-accredited hospitals was found to have 
mean=0.413 and median=.237. For accredited hospitals, the mean=0.612 and median=0.425. 
This difference was statistically significant of the Surgical Site Infection (SSI) Rate\Monthly 
(p-value=.006). Lastly, indicator (Y40), for the non-accredited hospitals showed mean=.058 
and median=.000. For accredited hospitals, it was noted that mean=.240 and median=.042. 
This difference in the number of post-operative cardiac arrests within 48hrs\Monthly was 
highly significant (p-value=.009).  
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Figure 4.3Health organisation KPIs 
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4.1.4.1.3 Organisation	productivity	indicators	
 
Of the seven health productivity indicators, only two were found to be significantly affected 
by hospital accreditation, as illustrated below in Figure 4.14. 
For indicator (Z46), the non-accredited hospitals mean=202.81 and median=122.64. In 
accredited hospitals, the mean=267.3 and median=219.2. The significant difference of number 
of surgeries\Monthly p-value = 0.042. Finally, the indicator (Z49) shows the non-accredited 
hospital mean=5206.60 and median=4094.89. For accredited hospitals, the mean=7499.89 and 
median=5732.7. There was a significant difference in total outpatient visits\Monthly (p-
value=.015).  
 
Figure 4.4Organisation productivity significant indicators 
 
Z 46 
Z 49 
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4.1.4.2 Hospital accreditation vs. hospital size 
 
As mentioned in the methods section, the main research question asks whether there is a 
difference in the quality of care provided by accredited and non-accredited hospitals. As the 
hospitals could be classified into three sizes (small, medium and large), I hypothesised that 
hospital size may play a role when identifying the differences in quality of care indicators for 
accredited and non-accredited hospitals.  A chi-square test for independence was performed to 
determine whether there was a significant relationship between hospital accreditation and size. 
The test revealed a statistically significant relationship between hospital accreditation and size, 
Pearson chi-square = 13.972 with p-value = 0.001, which is below the significance level of α 
= 0.05. Table 4.5 presents the chi-square results from a 2x3 contingency table. 
 
Table 4-5 Chi-square tests 
Chi-Square Tests 
. .  
Value df Asymptotic Significance (2-sided) 
Pearson Chi-Square 13.972a 2 .001 
Likelihood Ratio 14.496 2 .001 
N of Valid Cases 88   
a. 2 cells (33.3%) have expected count less than 5. The minimum expected count is 4.30. 
 
. Figure 4.5 below illustrates the shape of the sample according to size and accreditation. The 
figure shows that the largest sample comes from small, non-accredited hospitals, and that most 
of the accredited hospitals are medium to large.   
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Figure 4.5. Bar chart of accreditation Vs hospital size 
 
Hospital Size 
 Small 
 Medium 
 Large 
 
For  symmetric measures, the Cramer's V test was used as a means of calculating correlation 
in tables which have more than 2x2 rows and columns, and used as a post-test to determine 
strengths of the association after chi-square has determined significance. However, Cramer’s 
V (Table 4.6) was calculated as a measure of association between hospital accreditation and 
size, and reported Cramer’s V = 0.398 with a p-value = 0.001, which is below the significance 
level of α = 0.05. The value of the Cramer’s V measure of association indicates a positive 
moderate relationship between hospital accreditation and size. 
Table 4-6 Cramer’s V test for association between hospital accreditation and size 
Symmetric Measures 
 Value 
Approximate Significance 
Nominal by Nominal Phi .398 .001 
Cramer's V .398 .001 
N of Valid Cases 88  
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4.1.5 Multivariate Analysis of Variance (MANOVA)   
 
Initially, a two-way multivariate analysis of variance (MANOVA) was selected to determine 
the difference between accredited and non-accredited hospitals while accounting for hospital 
size. MANOVA analysis is a multivariate statistical model that facilitates the study of 
interrelationships among sets of multiple dependent variables and multiple independent 
variables (Hair et al., 2010). Multivariate analysis indicates the proportion of variance in 
outcome variables explained by significance of the effect of the hospital size when computed 
with the indicator results among hospital accreditation variables. However, as the data was 
scanned, MANOVA assumptions were checked and found to be violated. Indicators were 
either severely positively skewed, had multivariate outliers, or were not distributed normally 
Therefore, a MANOVA analysis was deemed to be unsuitable. Instead, a Kruskal-Wallis test 
was seen as an alternative non-parametric test that could help answer the question. This is 
considered alternative to one way ANOVA or in this case an alternative to MANOVA, and 
was chosen in order to address whether the relationship between hospital accreditation and size 
can affect the comparison of the QCIs between the accredited and non-accredited hospitals. 
Thus, it is vital to measure this interaction effect (Accreditation Vs Size) by using a newly 
produced variable as the categorical variable. The new variable “interaction term” is coded as: 
(1) for “Non-accredited small”, (2) Non-accredited medium, (3) Non-accredited large, (4) 
Accredited small, (5) Accredited medium, and (6) Accredited large, as illustrated in Figure 4.6. 
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Figure 4.6. Interaction term – new categorical variable 
 
4.1.6 Significant interaction effects (Kruskal-Wallis tests) 
 
The Kruskal-Wallis tests indicated a significant interaction effect (p-values < 0.05) between 
hospital accreditation and size on some of the QCIs. The QCIs that were significantly affected 
by the accreditation X size interaction are illustrated below by clustered bar charts in figures 
4-7, 4-8 and 4-9, respectively. As the Kruskal-Wallis test is a rank-based non-parametric test, 
ranks were used instead of raw data to show the significant interaction effects. Fractional ranks 
were calculated and used. Fractional rank of a variable is its rank divided by the sum of the 
weights of the non-missing cases, and ranges from 0 to 1(Appendix 15). 
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4.1.7 Professional performance indicators of a healthcare organisation QCIs 
Of the 19 health organisations’ professional performance indicators, 9 QCI were found to be 
significantly affected by the interaction between hospital accreditation and size, illustrated 
below in Figures below. 
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Figure 4.7 Rate Of Patients Who Spent 24 Hrs 
or More In The ER 
X1-A significant difference in rate of patients 
who spent 24 hours or more in the ER between 
non-accredited small hospitals (MR = 17.23) 
and accredited large hospitals (MR = 31.58). 
Accredited large hospitals had significantly 
higher mean rank than non-accredited small 
hospitals, indicating that accredited large 
hospitals had significantly higher values of rate 
of patients who spent 24 hours or more in the 
ER than non-accredited small hospitals.  
 
Figure 4.8 Operation Cancellation Rate 
(Routine Operations) 
X8- Accredited medium and large hospitals 
seem to have larger operation rate than non-
accredited medium and large hospitals.  
 
 
Figure 4.12 Average Patients Waiting Time 
for Scheduling Routine Surgical Operations 
X6-The accredited large hospitals tend to 
have lower average patients waiting time for 
scheduling routine surgical operations. 
Although Kruskal-Wallis test revealed a 
significant interact effect of size and 
accreditation of hospitals, yet, the post hoc 
multiple comparisons Mann-Whitney tests 
did not determine the significant differences 
among the six types of hospitals. 
 
Figure 4.13 Adult ICU Occupancy Rate 
 
X10-Accredited large hospitals had 
obviously higher adult ICU occupancy rate 
than non-accredited hospitals. Post hoc 
multiple comparisons tests revealed that 
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rank (MR = 32.67) than non-accredited small 
hospitals (MR = 17.03), indicating that 
accredited large hospitals had significantly 
higher values of adult ICU occupancy rate than 
non-accredited small hospitals. Other observed 
differences were not found to be significant 
and were only due to chance. 
 
 
Figure 4.9 Average Length of Stay In The 
Adult ICU 
X11- There seem to be no difference in 
average length of stay in the adult ICU 
between non-accredited and accredited 
hospitals for medium size. However, the chart 
shows that accredited hospitals tend to have 
higher average length of stay in the adult ICU 
than non-accredited hospitals of small and 
large size.Post hoc multiple comparisons 
Mann-Whitney tests revealed a significant 
difference between non-accredited small 
hospitals and accredited medium hospitals. 
Accredited medium hospitals had significantly 
higher mean rank (MR = 36.02) than non-
accredited small hospitals (MR = 22.23). 
 
accredited large hospitals had significantly 
higher mean  
 
 
Figure 4.14 Percentage of Specialties That 
Booking Urgent Appointment Takes More 
Than 2 Weeks for New Cases 
X16 - it can be noticed that accredited 
hospitals tend to have higher percentage of 
specialties that booking urgent appointment 
takes more than 2 weeks for new cases than 
non-accredited hospitals. However, post hoc 
multiple comparisons Mann-Whitney tests 
revealed that accredited medium hospitals 
had significantly higher mean rank (MR = 
35.59) than non-accredited small hospitals 
(MR = 22.55), indicating that accredited 
medium hospitals had significantly higher 
percentages of specialties that booking 
urgent appointment takes more than 2 weeks 
for new cases than non-accredited small 
hospitals. The Mann-Whitney tests also 
revealed a significant difference between 
non-accredited small hospitals and 
accredited large hospitals, where accredited 
large hospitals had significantly higher mean 
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large hospitals had higher percentage of 
specialties that booking urgent appointment 
takes more than 2 weeks for new cases than 
non-accredited small hospitals. 
 
Figure 4.10 Percentage of Specialties That 
Booking Urgent Appointment Takes More 
Than 2 Weeks for New Cases 
X17- It can be seen that medium and large 
hospitals had significantly higher percentage 
of specialties that booking routine appointment 
(takes more than 4 weeks for new cases) than 
small hospitals. Post hoc multiple comparisons 
Mann-Whitney tests revealed the following 
significant differences: 
non-accredited medium hospitals had 
significantly higher mean rank (MR = 31.71) 
than non-accredited small hospitals (MR = 
17.44). 
accredited medium hospitals had significantly 
higher mean rank (MR = 38.87) than non-
accredited small hospitals (MR = 20.19). 
accredited large hospitals had significantly 
higher mean rank (MR = 31.50) than non-
accredited small hospitals (MR = 17.25). 
 
 
rank (MR = 30.67) than non-accredited small 
hospitals (MR = 17.41). That is, accredited  
non-accredited medium hospitals had 
significantly higher mean rank (MR = 19.57) 
than accredited small hospitals (MR = 9.59). 
accredited medium hospitals had 
significantly higher mean ran (MR = 26.26) 
than accredited small hospitals (MR = 
12.71). 
 
 
Figure 4.15 Average U/S Booking Time for 
OPD Patients 
X24-It can be seen that non-accredited 
hospitals had higher average U/S booking 
time for OPD patients than accredited 
hospitals of small and large size, while the 
opposite is true for the medium sized 
hospitals. In the same time, it can be 
observed that for non-accredited hospitals, 
large hospitals had higher average U/S 
booking time for OPD patients than small 
and medium sized hospitals, while for 
accredited hospitals medium and large sized 
hospitals had higher average U/S booking 
time for OPD patients than small hospitals. 
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Mann-Whitney tests revealed that accredited 
medium hospitals had significantly higher 
mean rank (MR = 25.22) than accredited small 
hospitals (MR = 14.12).  
 
 
Figure 4.11 Average CT Scan Booking Time 
for OPD Patients 
X25 - I can say that there is no significant 
difference between accredited and non-
accredited hospitals in average CT scan 
booking time for OPD patients regardless of 
hospital size. However, for either accredited or 
non-accredited hospitals, medium and large 
hospitals tend to have higher average CT scan 
booking time for OPD patients. To specify 
statistically significant differences, post hoc 
multiple comparisons Mann-Whitney tests 
were checked. 
Post hoc multiple comparisons Mann-Whitney 
tests revealed that accredited medium hospitals 
had significantly higher mean rank (MR = 
36.91) than non-accredited small hospitals 
(MR = 21.59). And, accredited medium 
hospitals had significantly higher mean rank 
(MR = 25.20) than accredited small hospitals  
 
Yet, these differences were not proved to be 
statistically significant. Post hoc multiple 
comparisons  
(MR = 14.15). Other observed differences 
were only random and due to chance. 
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4.1.7.1.1 -Health	organisation	KPIs	
Of the 14 health organisation KPIs, nine were found to be significantly affected by the 
interaction between hospital accreditation and size (Appendix 15), as illustrated below.  
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Figure 4.16 Hospital Mortality Rate 
(Inpatient) 
Y27 -It can be seen that, for non-accredited 
hospitals, medium sized hospitals had 
higher mortality rate than small and large 
hospitals, while for accredited hospitals, 
medium and large hospitals had higher 
mortality rate than small hospitals. 
Moreover, it is obvious that medium 
accredited hospitals had higher mortality 
rate than medium non-accredited hospitals 
and the same for large hospitals. However, 
these differences were not proved to be 
statistically significant. Post hoc multiple 
comparisons Mann-Whitney tests revealed 
that accredited medium hospitals had 
significantly higher mean rank (MR = 
35.91) than non-accredited small hospitals 
(MR = 22.31). 
 
 
 
Figure 4.21 Unscheduled return to OR 
within 48 Hrs 
Y29 - The distribution of “unscheduled 
return to OR within 48 hours” seems 
different for the three hospital sizes 
between both groups of hospitals, 
accredited and non-accredited. For non-
accredited hospitals, medium and large 
hospitals had higher unscheduled return to 
OR within 48 hours than small sized 
hospitals, and medium hospitals had higher 
unscheduled return to OR within 48 hours 
than large hospitals. One more observation 
is that unscheduled return to OR within 48 
hours is obviously higher in accredited 
large hospitals than in non-accredited large 
hospitals, and similarly for small sized 
hospitals. However, these differences might 
be random as they were not proved to be 
statistically significant. Post hoc multiple 
comparisons Mann-Whitney tests revealed 
that accredited medium hospitals had 
significantly higher mean rank (MR = 
35.30) than non-accredited small hospitals 
(MR = 22.75). 
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Figure 4.17 Number of patient falls in year 
Y30 - Number of patient falls in year was 
higher in medium and large hospitals than 
in small hospitals regardless the hospital is 
accredited or not. No much difference 
between accredited and non-accredited 
hospitals was observed in number of patient 
falls in year for all hospital sizes. However, 
in terms of statistical significance, post hoc 
multiple comparisons Mann-Whitney tests 
revealed the following: 
accredited medium hospitals had 
significantly higher mean rank (MR = 
38.17) than non-accredited small hospitals 
(MR = 20.69). 
accredited large hospitals had significantly 
higher mean rank (MR = 32.75) than non-
accredited small hospitals (MR = 17.02). 
accredited medium hospitals had 
significantly higher mean rank (MR = 
25.50) than accredited small hospitals 
(MR = 13.74). 
 
 
accredited large hospitals had 
significantly higher mean rank (MR = 
19.00) than accredited small hospitals 
(MR = 9.53). 
 
 
Figure 4.22 Number of medication errors 
Y31- The number of medication errors is 
higher in medium and large hospitals than 
in small hospitals, which are non-
accredited. However, for accredited 
hospitals, the number of medication errors 
is lower in large hospitals than in small and 
medium hospitals. Moreover, it can be 
observed that the number of medication 
errors is lower in large accredited hospitals 
than in large non-accredited hospitals. On 
the contrary, the number of medication 
errors is higher in small accredited hospitals 
than in small non-accredited hospitals. 
Although the Kruskal-Wallis test showed 
that there was an interaction effect between 
size and accreditation of hospitals, no 
significant differences were found among 
the size groups of hospitals when 
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Figure 4.18 Number of patients developed 
bed sores during hospitalization including 
ICU (new cases) 
Y34 - All hospitals, accredited and non-
accredited, medium and large hospitals had 
higher number of patients developed bed 
sores during hospitalization including ICU 
(new cases) than small hospitals. Moreover, 
accredited large hospitals had higher 
number of patients developed bed sores 
during hospitalization including ICU (new 
cases) than non-accredited large hospitals. 
In terms of statistical significance, post hoc 
multiple comparisons Mann-Whitney tests 
revealed that: 
accredited medium hospitals had 
significantly higher mean rank (MR = 
35.43) than non-accredited small hospitals 
(MR = 22.66), 
• accredited large hospitals had 
significantly higher mean rank (MR 
= 32.92) than non-accredited small 
hospitals (MR = 16.98), and 
• accredited large hospitals had 
significantly higher mean rank (MR  
examining post hoc multiple comparisons 
Mann-Whitney tests.  
= 19.67) than accredited small hospitals 
(MR = 9.29). 
 
 
Figure 4.23  Number of code blue 
Y35 - No difference in number of code blue 
between accredited and non-accredited 
hospitals for all hospital sizes. However, 
medium and large hospitals had larger 
number of code blue than small hospitals. In 
terms of statistical significance of the 
interaction effects, the post hoc multiple 
comparisons Mann-Whitney tests revealed 
that: 
accredited medium hospitals had 
significantly higher mean rank (MR = 
35.87) than non-accredited small hospitals 
(MR = 22.34). 
accredited medium hospitals had 
significantly higher mean rank (MR = 
25.37) than accredited small hospitals (MR 
= 13.91). 
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Figure 4.19 Number of intra-operative 
cardiac arrest 
Y40 -large hospitals tend to have higher 
number of intra-operative cardiac arrest 
than medium and small hospitals that are 
non-accredited, while both large and 
medium hospitals had higher number of 
intra-operative cardiac arrest than small 
hospitals that are accredited. On the other 
hand, large accredited hospitals had lower 
number of intra-operative cardiac arrest 
than large non-accredited hospitals, while 
medium accredited hospitals had higher 
number of intra-operative cardiac arrest. 
Yet, these differences were not statistically 
significant. Post hoc multiple comparisons 
Mann-Whitney tests revealed that 
accredited medium hospitals had 
significantly higher mean rank (MR = 
35.43) than non-accredited small hospitals 
(MR = 22.66). 
 
Figure 4.24 Number of needle stick injury 
Y38- Medium and large hospitals had larger 
number of needle stick injury than small 
hospitals for both groups of hospitals; 
accredited and non-accredited. Moreover, 
medium accredited hospitals had larger 
number of needle stick injury than medium 
non-accredited hospitals, while large non-
accredited hospitals had larger number of 
needle stick injury than large accredited 
hospitals. In terms of significance, post hoc 
multiple comparisons Mann-Whitney tests 
revealed that: 
accredited medium hospitals had 
significantly higher mean rank (MR = 
37.43) than non-accredited small hospitals 
(MR = 21.22), and 
accredited medium hospitals had 
significantly higher mean rank (MR = 
25.33) than accredited small hospitals (MR 
= 13.97). 
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Figure 4.20  Number of post-operative 
cardiac arrest within 48 hrs. 
Y41- that accredited hospitals had higher 
number of post-operative cardiac arrest 
within 48 hours than non-accredited 
hospitals, regardless of the size of the 
hospital. However, within each group of 
hospitals in terms of accreditation, there is 
an observable difference. For non-
accredited hospitals, medium sized 
hospitals had higher number of post-
operative cardiac arrest within 48 hours 
than large and small hospitals. For 
accredited hospitals, large hospitals had 
higher number of post-operative cardiac 
arrest within 48 hours than medium and 
small hospitals. Although the Kruskal-
Wallis test showed a significant interaction 
effect between size and accreditation of 
hospitals, post hoc multiple comparisons  
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4.1.7.1.2 Organisation	productivity	indicators	
Of the seven health productivity indicators, six were found to be significantly affected by the 
interaction between hospital accreditation and size (Appendix 15), as illustrated below. 
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Figure 4.25 Number of admissions 
Z43-It can be seen that non-accredited 
hospitals had higher number of admissions 
than accredited hospitals, for all hospital 
sizes. Moreover, both groups of hospitals, 
as hospital size increases the number of 
admissions increases, indicating a positive 
relationship. Post hoc multiple comparisons 
Mann-Whitney tests revealed that 
accredited medium hospitals had 
significantly higher mean rank (MR = 
25.48) than accredited small hospitals (MR 
= 13.76).  
 
Figure 4.26 Number of ER visits 
Z45 - Both types of hospitals; non-
accredited and accredited have the same 
distribution of the number of ER visits for 
all sizes of hospitals. However, a tiny 
difference can be observed as, for non-
 number of ER visits, while, for accredited 
hospitals, large hospitals had the highest 
number of ER visits. Post hoc multiple 
comparisons Mann-Whitney tests revealed 
that: 
accredited medium hospitals had 
significantly higher mean rank (MR = 
36.43) than non-accredited small hospitals 
(MR = 21.94), 
non-accredited medium hospitals had 
significantly higher mean rank (MR = 
20.00) than accredited small hospitals (MR 
= 9.41), and 
• accredited medium hospitals had 
significantly higher mean rank (MR 
= 26.35) than accredited small 
hospitals (MR = 12.59). 
 
Figure 4.28 Number of admissions 
Z43 - The results here are very similar to the 
previous one, with number of admissions. 
Non-accredited hospitals were found to 
have higher number of discharges than 
accredited hospitals, for all hospital sizes. 
And, in both groups of hospitals, as hospital 
size increases the number of discharges 
increases, indicating  
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accredited hospitals, medium sized 
hospitals had the highest  
a positive relationship. Post hoc multiple 
comparisons Mann-Whitney tests revealed 
that accredited medium hospitals had 
significantly higher mean rank (MR = 
25.52) than accredited small hospitals (MR 
= 13.71).  
 
Figure 4.27 Occupancy rate 
Z48 - A positive relationship between 
hospital size and occupancy rate in 
accredited hospitals because occupancy rate 
increases as hospital size increases. For 
non-accredited hospitals, large hospitals 
had significantly higher occupancy rate 
than small and medium hospitals. 
Moreover, large accredited hospitals had 
higher occupancy rate than large non-
accredited hospitals. Although Kruskal-
Wallis test showed a significant interaction 
effect between size and accreditation of 
hospitals, yet the Mann-Whitney multiple 
comparisons tests did not reveal specific 
differences among the six groups of 
hospitals. 
 
Figure 4.29 Number of surgeries 
Z46 - There is a positive relationship 
between hospital size and number of 
surgeries, either for accredited or non-
accredited hospitals. However, this 
relationship seems stronger for non-
accredited hospitals as number of surgeries 
significantly increases as size of hospital 
increases. For accredited hospitals, the 
increase in number of surgeries from 
medium to large hospitals does not seem to 
be significant. One more observed 
difference is that large non-accredited 
hospitals had higher number of surgeries 
than large accredited hospitals. Post hoc 
multiple comparisons Mann-Whitney tests 
revealed that: 
Accredited medium hospitals had 
significantly higher mean rank (MR = 
39.30) than non-accredited small hospitals 
(MR = 19.88). 
• Accredited medium hospitals had 
significantly higher mean rank (MR 
= 26.39) than accredited small 
hospitals (MR = 12.53). 
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Figure 4.30 Number of outpatient visits 
Z49 - A positive relationship between 
hospital size and total outpatient visits for 
non-accredited hospitals because as 
hospital size increases the total outpatient 
visits increases. However, for accredited 
hospitals, there is no observed relationship 
between hospital size and total outpatient 
visits. Yet, for accredited hospitals, medium 
and large hospitals had higher total 
outpatient visits than small hospitals. It is 
worthy to say that, for non-accredited 
hospitals, large hospitals had higher total 
outpatient visits than medium and small 
hospitals; but, for accredited hospitals, 
medium hospitals had the highest total 
outpatient visits. Mann-Whitney multiple 
comparisons tests revealed that: 
Accredited medium hospitals had 
significantly higher mean rank (MR = 
39.76) than non-accredited small hospitals 
(MR = 19.55). 
Accredited medium hospitals had 
significantly higher mean rank (MR = 
27.87) than accredited small hospitals (MR 
= 10.53). 
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4.1.8 Summary  
The results from Mann-Whitney test when differences were compared between the QCI of the 
Accredited and Non-Accredited Hospitals identified significant differences across 12 QCI. 
From the 12 QCI, five were from Health Organisation KPIs; five from Professional 
Performance Indicators of Healthcare Organisation and two were from Organisation 
Productivity.  
 In addition, the results from Kruskal-Wallis test showed that 24 indicators of the 40 were 
affected by hospital size when comparing the differences in QCI between accredited and non-
accredited hospitals. Moreover, when the value of association (Cramer’s V) was measured, it 
showed a moderate positive relationship between hospital accreditation and size. 
Overall, the five most important indicators were: Average length of stay in the adult 
ICU\Monthly; Surgical Site Infection (SSI) rate\Monthly; Average CT scan booking time for 
OPD patients\Monthly; Number of patient falls in a year; and Number of post-operative cardiac 
arrests within 48hrs\Monthly. For all important/unimportant indictors, the accredited hospitals 
showed higher averages than non-accredited hospitals.   
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4.2 Part 2: Qualitative results  
 
4.2.1 Introduction 
 
The previous section presented the results of the quantitative data and the differences between 
CQIs from accredited and non–accredited hospitals. This section, Part 2 of the results, 
describes the outcomes from the thematic analysis of the semi-structured interviews conducted 
with eight healthcare professionals. 
As described in methods section 3.10, the semi-structured interviews were conducted with both 
managers involved in accreditation and others not involved in accreditation the process. The 
findings were structured under categories and sub-categories of themes developed from the 
interviews. The participants’ verbatim quotations (in italics) are tabulated and included in the 
text where relevant, to provide evidence for the themes. The qualitative results in Part 2 of this 
chapter answer the second and third research questions: 
• How does accreditation process influence the perceived quality of healthcare in MoH 
hospitals? 
• What are the similarities and differences in perceived quality of healthcare in accredited 
and non-accredited MoH hospitals in KSA? 
 
4.2.2  Setting the scene 
 
According to Wilson (2014), even if the researcher has good knowledge of the topic, semi-
structured interviews are based on the topics, issues, and different sources of data. However, 
the main goal of semi-structured interviews is to collect data about the main topic, considering 
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new themes or issues. I compiled semi-structured questions as a guideline for the interviews 
(Appendix 4). These questions cover the quality aspects that hospital staff must implement in 
the hospital to comply with the quality principles discussed earlier in the literature review. 
Creswell & Plano Clark (2011) emphasise the possible use of concurrent timing if both the 
quantitative and qualitative strands are to be performed simultaneously. Unfortunately, when 
I looked at data I received for the indicators, it was dated early 2015, however, I had asked for 
the latest data which is one year of up to date data collection (2016). An e-mail was sent to the 
director of the clinical audit department to clarify the matter and was contacted by telephone 
to avoid repeating the mistake. He understood the situation and asked me to return after two 
weeks. In the meantime, I was still interviewing the hospital directors for the second part of 
the study (qualitative). Two weeks later I phoned him to remind him of the appointment and 
he told me it could be sent by e-mail. Eventually he sent the data at the end of third week via 
e-mail. The interviews were still going on at that time but I checked the data sent immediately. 
After seeing the data, I found that it was from the year 2016, as required, but it represented 
only 94 hospitals. At this stage the data collection was collected from the quantitative and 
qualitative parts in the same period. The second stage was the analysis of the data obtained 
from the clinical audit directorate and from the semi-structured interviews. The analysis of 
these collected data took six months. It can be concluded that I had collected the indicators 
report while doing the interview alternately with the hospital managers. A description of the 
design of this study is summarised in Figure 1. Using this notational design, Figure 2 illustrates 
the application of this model to this study.  
 
An open invitation for participation was used in order to ensure that all hospitals had an 
opportunity to participate (Section 3.6),on a first come first served basis. The sample involved 
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two participants from four hospitals who fulfilled the inclusion criteria (Section 3.9.2). The 
inclusion criteria stipulated: more than five years’ experience in a top management position, 
participation in at least one accreditation journey for the accredited hospitals, and no previous 
participation in a non-accredited hospital. Those managers are accountable for the success or 
failure of accreditation.  Hospital managers have participated in each step of the quality 
programme implemented by the MoH since it began in 2005.  
 
An email providing information about the study was sent to the participants (Appendix 5). As 
identified in Table 4.6, two hospital directors (A1 and B3), one nursing director (A 2) and an 
administrative director (B 4) were chosen from accredited hospitals, and two hospital directors 
(C5 and D7), one medical director (D 8) and an administrative director (C 6) were selected as 
participants from non-accredited hospitals.  
 
The hospital workforce in Saudi Arabia is diverse and multi-cultural with many non-Saudi 
workers, and the most common shared language is English, however, English was the second 
language for all participants. All participants and I chose a suitable location and time for the 
interviews to ensure availability and comfort. The participant’s right to not participate or to 
withdraw at any time had been clarified, I stressed that the interviewee’s participation is 
entirely voluntary, as declared in the consent form (Appendix 6), and confirmed by their 
agreement to record the interview. The participant had been informed verbally and in writing 
that their identity is hidden to ensure confidentiality. At the end of the initial telephone 
conversation with the participant, the time and place of interview was been arranged and 
followed up with a confirmation email.  
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At the arranged interview, I checked that the recorder was working properly before the 
interview in-order to avoid any loss of interview data.  The interviews were conducted in 
Arabic and were translated, verified (Section 3.10) and transcribed verbatim (Appendix 16 and 
17). As English was the second language of all the participants, and readers who are native 
English speakers will notice different word choices than perhaps are expected, where 
necessary, the meaning has been explained.  
 
Table 4-7 Participant identification 
Hospital type Hospital code Participant code Participant position 
   A
cc
re
di
te
d  
A 
P 1 Hospital Director 
P 2 Nursing Director 
 
B 
P 3 Hospital Director 
P 4 Administrative Director 
   N
on
-
ac
cr
ed
ite
d  
C 
P 5 Hospital Director 
P 6 Administrative Director 
 
D 
P 7 Hospital Director 
P 8 Medical Director 
 
Various issues related to quality of healthcare including the accreditation process and its 
associated questions were discussed in the interviews. These questions are outlined in 
Appendix 4. As previously described in the methods section (3.11), thematic analysis was 
carried out via six steps, as follows:  
 
4.2.3 Qualitative analysis process 
 
The audio-recorded conversations from the eight face-to-face interviews were saved in the 
qualitative data analysis file as audio files under two names: Accredited, and Non-accredited. 
Chapter Four Results 
 
170 
All recorded conversations were transcribed by myself. The transcript was in Arabic, and the 
verbs used by the participant, even if they used some English abbreviations, were 
understandable from the context. Each transcript was prepared with added spaces to accept 
more information and notice during analysis and  saved in the same location as  the audio files.  
I uploaded the data to my computer and listened to the recorded interviews to make sure that 
the recording was clear. I listened to the recordings once again in a quiet place to avoid 
interruption whilst reading my notes taken during the interview. This helped me gain 
familiarity with the content and recall the information. 
 
I created new Word documents in electronic record interview files. The new documents 
contained a date, time and given code within a table that included questions, answers, and my 
comments (Appendix 18). This systematic work made me more organised and facilitated 
progress at this stage. I prepared an environment that allowed  transcription to take place in a 
systematic way. Moreover, high-quality headphones were used to listen to the recorded 
interviews and capture the correct words using the forward and back controller to repeat the 
recorded conversation to aid in making notes, sometimes pausing the recording to add specific 
words after listening to full sentences. I used the codes mentioned in the previous section in 
place of the actual names of the participants.  
 
The recorded data and transcript were reviewed in-order to check accuracy of the content. Each 
interview took approximately six hours to transcribe. I translated all of the Arabic text to 
English and a translation agency was employed to carry out validation of the interpretation of 
the transcript from Arabic to English (Appendix 19). I sent a copy of the transcription report 
in Arabic and English to two of the participants to validate the information given. They replied 
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and agreed that the transcript reflected what was said in the interview. I checked the data once 
again and I saved them in three places: my personal computer, the university F drive, and 
Dropbox, to avoid loss of information. The data was removed after analysis.  
 
In line with the inductive model used in this study and mentioned in data analysis Section 
3.10.1, I began to code (Appendix 20). I selected sentences and words that were then pasted 
under titles that specified the participant’s views, or created a new title for quotes that did not 
fit or needed to be separated under a new theme. Moreover, the same quote could be related to 
more than one title according to the idea behind that option. This process was repeated to create 
more headings and categories (Appendix 20).  
 
After finishing this coding process, I reviewed all quotes to ensure there were no repetitions. 
Then, I reviewed the heading titles and identified any likeness for further grouping or 
“clustering” together under one title. This organisation process was helpful in generating the 
"thematic categories" from different "themes" sorted in the writing process (see Appendix 21). 
 
The themes were classified into categories in order to put them under headings. In writing up 
the section in the analysis report, all the comments made under the thematic category were 
reviewed along with the similarities or differences of mentions, how the category was formed 
and the logic responses related to this category. Finally, after all thematic categories had been 
described, they were analysed for the final main themes which considered the narratives and 
individual word-based descriptions of the participants.  In addition, the participants’ verbatim 
quotation (in italics) were tabulated and included in the text when relevant to provide the 
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necessary evidence for the themes (see Appendix 21). This allows the reader to have a clear 
image of the participant’s understanding of quality regarding the research question.  
 
4.2.4 Semi-structured interview findings 
 
During the data analysis I lived with the experience of the managers and attempted to 
understand their world. Participants and I shared the sense of interpreted data. In addition, 
critical questions could be answered during the data analysis, such as ‘what quality culture has 
been implemented in the MoH hospitals?’, and ‘what are the motivations for healthcare 
professionals to obey the implementation of quality programmes in MoH hospitals? 
Interesting information was highlighted with notes in the right-hand margin as an initial 
interpretation transcript (Appendix 18).  
 
The final analysis revealed the existence of three main themes: Knowledge, Practice, and Staff 
Attitude Figure 4.10. Moreover, six further themes were derived: ‘Fundamental Concepts, 
Satisfaction, Reporting System, Safety, Precautions, and Teamwork’, which will be discussed 
in detail in Section 4.4.1. A selection of quotes from the interviews will be used to further 
illustrate the findings and to allow the reader to understand the responses which formed the 
data.  
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Figure 4.31 Semi-structured interviews extracted themes 
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All participants were asked for their perception of quality in various dimensions, regardless of 
whether the hospital was accredited or not. Key themes and sub-themes were categorised and 
coded (Figure 4.10), which developed the theoretical framework to deliver an understanding 
of the differences in the perceptions of quality provided by accredited and non-accredited MoH 
hospitals in Saudi Arabia.   
 
4.2.5 Example of response from participants  
 
To set the scene at each interview, the managers were asked a general question about what they 
knew about the quality programme in SA. This provided participant background knowledge of  
the quality programme and its implementation in MoH hospitals. The participants had a similar 
pattern of responses, except for one participant who mentioned the wrong year, stating 2006 
instead of 2005. Although the participants were from various professional backgrounds 
(Section 4.3.2) and were working in top management in the hospitals, they gave detailed 
historical answers about the quality programme of the MoH. The following quotes from 
participants illustrate these answers: 
 
“I have been working in the MoH since 2000, but I was thinking of working 
in another organisation, I mean in Aramco hospital or King Fisal hospital 
because, in my opinion, they are more advanced than MoH in providing 
good quality of care. But after 2005 I stopped thinking about this issue 
because the quality programme started” (PA-1). 
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“In fact, the revolution of training and reconstructing the processes of care 
over 15 years has been amazing. I note something weird happened in 2006 
when the hospital management asked me to be involved in a quality 
committee! At this exact point in time I realised that it was the sparking 
point of implementing quality in our hospital” (PB-2). 
 
“I was upset in 2005 when the MoH quality programme started because we 
were very busy with patient-side care and the hospital management asked 
us to attend lectures on how to conduct policy, and a lot of training was 
established. Once more, in 2009, they wanted us to provide data every 
month. In 2010 I became a director and I realised that I should not be 
upset.” (Pc-4) 
 “I believe quality is the key to good care, and in 2005 we found this key. 
The MoH implemented the quality programme at that time and I think it 
was good step towards improving the quality of care” (Pd- 3). 
 
These statements indicate the participants’ acknowledgement of the commencement of the 
MoH hospital quality programme. Even though some of them were not satisfied (Pc-4), they 
were still aware of when the quality programme had started. This indicates that the managers 
were certain about the activities at the beginning of quality programme implementation, which 
I consider a good starting point for the interview. 
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4.2.6 Main theme knowledge 
 
This main theme has been classified from a set of key themes and is based mainly on the 
participants' knowledge of basic concepts of quality attained via their working experience 
gained and involvement in the QoC programme. 
"We had learned a lot from quality, such as quality tools, meaning of vision 
and mission and building a strategic plan for our hospital” (PA1). 
"The quality gives us an opportunity to understand the reasons behind 
terminology used, such as vision, mission and values, and why we were 
collecting some data about hospital indicators” (Pb2). 
"I am sure that the quality has changed our understanding of things in the 
right way. We use to collect the indicators every month, but we do not know 
why! But now we know it is because doing so is improving the quality in 
our hospital” (Pc2). 
 The basic concepts of quality, starting with the definition of quality, knowledge of the 
importance of measuring the satisfaction of the internal and external customers, and their 
ability to explain the reporting system used in their hospital, were essential to uncovering the 
knowledge of the participants from both groups. 
 
4.2.6.1 Key theme: fundamental concepts 
 
The theme of fundamental concepts reflected the participants’ differing opinions and views 
about quality in the context of understanding its main concept. The conceptual understanding 
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of the two types of hospitals that employed the participants also featured within these three 
sub-themes: 
• Sub-theme: Theoretical understanding 
• Sub-theme: Quality tools 
• Sub-theme: Accreditation 
 
• Sub-theme: Theoretical understanding 
 
 ‘Quality’ was a new term for hospital staff in2005. There was no knowledge of quality before 
that time, but what is apparent after the 2005 revolution is that people started talking about the 
principles of quality and sometimes chose words that describe what they want to say very 
carefully. There were no departments designated to care about quality in any hospital, but these 
concepts arose with the quality to be used to improve healthcare services. The meaning of 
quality was a question asked to participants concerning their understanding of quality in their 
hospital. 
The various responses included: continuous improvement, service free of errors, and a good 
health service. This is illustrated by the responses from those interviewed in the following 
interview extracts: 
Question: In general, can you explain what you mean by quality in your hospital? 
"Quality in our hospital means continuous improvement, meaning that any 
process in the hospital can be improved and we are working on doing so 
all the time.” (PA1) 
"The meaning of quality from our prospective is providing a healthcare 
service free of errors to all patients." (PA2) 
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Quality is continuous improvement." (PB3) 
”Our quality means providing a good health service and constantly 
improving it.” (PB4) 
The participants from accredited and non-accredited hospitals shared a sense of quality from 
their point of view which means continuous improvement. But there were some views that see 
commitment to the implementation of laws and policies communicated to them by the MoH as 
the real meaning of quality, as identified in the following extracts: 
"Work in accordance with laws and regulations is the real meaning of 
quality." (PD8) 
From this statement, it is clear that the managers have a good knowledge of defining quality, 
even though it is related to a theoretical understanding, it gives a hint of understanding quality.  
 
• Sub-theme: quality tools 
 
With the engagement in understanding and applying quality in MoH hospitals, new criteria 
such as quality improvement tools had to be learnt. The quality tools are the actual theories and 
methods used to deal with the problems that need a solution. For example, "RCA" refers to the 
root cause analysis of the problem, meaning that this tool at any error in the hospital should be 
used. All participants in the interviews from accredited hospitals mentioned these tools in exact 
words, whereas one apologised for not knowing the names of the tools. PA2 from an accredited 
hospital  commented: 
Question: In your opinion, how did the quality programme help you deal with problems and 
improve quality of care in your hospital?  
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“In fact, we were unaware of some concepts before knowing of quality, but 
now we are talking in a different language. For example, we are doing 
improvement projects and using quality tools such as PDCA, RCA and 
others." (PA2) 
"The quality team is doing improvement projects and uses special 
methods.” 
(Researcher)... Like what?  
 “Sorry I can't remember these methods exactly."(PB3) 
There was also a view from participants from non-accredited hospitals about the knowledge of 
these tools and their importance as part of what they learned from quality. 
“Among the things that we got and benefited from is how to deal with 
problems, where the quality department analyses the problems and 
includes them within the improvement projects.” 
Can you tell me about the analysis processes, if possible? (researcher)  
“It is well known in the quality department, and I do not think others 
should know them since they belong to the quality department.” 
(Researcher) How many employees do you have in the quality department?  
“One staff member only, but each department has a coordinator."(PC1) 
"Yes, and also quality has helped us find tools to deal with problems and 
improve our service, where improvement projects and good tools are used 
to analyse the problem and develop appropriate solutions, such as FOCUS, 
PDCA, bar charts and histograms." (PD3) 
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Most of the participants agreed that the quality programme had helped them to learn new skills 
such as the use of quality tools, but it seems that some still believed that  these tools should 
only be used by quality department staff. 
 
• Sub-theme: accreditation 
 
In this sub-theme, the participants discussed many topics concerning accreditation processes, 
how they were preparing to be accredited, and accreditation’s value in motivating the staff to 
work hard. Most respondents spoke of how quality education had helped them understand the 
accreditation standards. Some of the participants admitted that accreditation had helped them 
to focus, and some said it was  like an open book exam, however, one participant admitted that 
the problems in the hospital are ongoing. The participants then discussed their experience of 
the readiness period before accredited. 
Question: In your opinion, what did the accreditation mean and how does the application of 
the accreditation system effect quality of care in the hospital?  
"Accreditation in my opinion means meeting the requirements of specific 
standards set by the certification agency. Accreditation has helped us to 
focus on many things of interest to the patient, such as reducing medical 
errors and reducing accidents such as falls and infection." (PA1) 
"... I see accreditation as an open book exam where we were provided with 
the standards and we are working on it. In fact, we worked hard to achieve 
the accreditation certificate and we were too tired, but after achieving the 
accreditation we celebrated and forget this tiredness. Of course, it has 
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reflected on our service. We feel that from the praise of the level of service 
provided by the community after accreditation." (PB3) 
In contrast, participants from non-accredited hospitals expressed different implications and 
matters relating to understanding accreditation and its effects on quality, as illustrated in the 
following comments: 
"Accreditation is carried out by a governmental agency called (CBAHI) 
Saudi Central Board for Accreditation of Healthcare Institutes. They have 
a team that evaluate the hospital. It is early to be accredited but we are 
optimistic that we will pass the survey.”(PC5) 
"If you mean CBAHI, I heard that they are investigating each part of the 
hospital, and that's a good thing. I expect we'll be ready for them even if 
they unannounced.”(PC6) 
Although the managers from non-accredited hospitals were trying to say something about the 
accredited agency, they did not give what is the meaning of the accreditation as illustrated by 
accredited hospitals managers.  
 
4.2.6.2 Key theme: satisfaction 
Quality has introduced the concept of measuring customer satisfaction. ‘Customers’ here refers 
to patients and employees. Under this theme the participants were asked about the importance 
of measuring customer satisfaction. Participants divided this aspect into two parts:  
• Patient satisfaction  
• Staff satisfaction. 
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Sub-theme: patient satisfaction 
 
Patient satisfaction is an important indicator of quality because it gives an impression of the 
suitability of the service provided. In addition, this indicator must be provided to the surveyors 
in evaluation of the hospitals in the accreditation process. In the interviews conducted, the 
participants expressed their opinion about patient satisfaction and agreed that it is necessary to 
take this into account. They added that this principle is new, as demonstrated by the following 
data: 
Question: In your opinion, how does a quality programme affect patient satisfaction in your 
hospital? 
"In fact, before the quality standards, there were no terms called 
satisfaction and, to be honest, the reality is nobody cared to know the 
impression of the patient and the service provided to them. The only thing 
that we were responding to was their complaints, and it was the only way 
to measure if the patients were satisfied or not.” (PA1) 
 
" One of the important parts of the requirements of the quality standards 
was the satisfaction of the patients and the work of continuous 
measurement so that it is presented as an indicator to the surveyors who 
came to evaluate the hospital. Of course, there was a significant 
improvement in the satisfaction of patients over time." (PB4) 
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Similarly, participants from the non-accredited hospital acknowledged the impact of quality on 
patient satisfaction. They explained how they were recognising this concept by listening to 
patient complaints and solving any issues that may cause patient dissatisfaction, as is clear from 
the following comments: 
" Satisfaction is one of the quality requirements. We have a patient service 
department and they are responsible for analysing complaints and giving 
recommendations to improve our services.” (PD3) 
"In my opinion we learn a lot from quality, including the satisfaction of the 
patient. I do a daily tour of the patients where  I consider their comments 
and complaints and resolve these observations." (PC2) 
However, it might have a really nice doctor delivering bad care, which is esye to be discovered 
by other indicators such as infection rate or mortality rate. These answers reveal that quality 
gives a sense of importance to measuring patient satisfaction, a factor which was missing 
before quality programme implementation.  
  
• Sub-theme: staff satisfaction 
 
Although the employee is considered as the mainstay of any organisation, the participants 
stated that there had been no measurement of employee satisfaction in the past. Some 
participants pointed out that resistance to change had fallen after some staff received responses 
to their opinions from their managers. The participants from accredited hospitals gave a precise 
description of how staff satisfaction was measured and how attention was paid to the results of 
questionnaires being conducted. The following describe these cases: 
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Question: In your opinion, how does a quality programme affect staff satisfaction in your 
hospital? 
 
"The fact that employee opinion was marginalised before quality, but after 
understanding the principles of quality, we become interested in staff 
satisfaction. We developed a questionnaire to be distributed every six 
months to understand the views of employees and measure their 
satisfaction with the work environment and work needs. This has had a 
positive impact on the performance of staff and even reduced their 
resistance to change due to quality applications. In addition to that, the 
employee was waiting for the time of the questionnaire to express their 
opinion."(PA2) 
 
Participants from non-accredited hospitals appear to use staff complaints to determine whether 
they are satisfied or not. In the sense that if no one has complained, then the staff are satisfied. 
“We observe that some of the staff are upset by the long stay of the patient. 
Therefore, we start to reduce the patient duration of stay. Actually, some 
patients did not need hospital medical care, and we are working on this 
issue. I think the staff will be satisfied if we solve this problem.” (PC5) 
“For staff satisfaction, there are indicators that tell us if the employee is 
satisfied or not. This can be by knowing the complaints of staff, either 
doctors or nurses. For example, if there is a complaint, it is considered and 
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handled. Although, there is pressure on them in terms of lack of doctors 
and nurses, but I think this is a global problem.” (PC6) 
It is obvious from the participants’ answers that staff satisfaction was not important from the 
leadership point view before the involvement of quality. However, I observed that the non-
accredited hospital managers were still using the traditional method of measuring staff 
satisfaction, whether there were any complaints, rather than through the new and more 
comprehensive means of establishing employee satisfaction offered by quality procedures.  
 
4.2.6.3 Key theme: reporting systems  
 
Each hospital should have reporting systems to identify recurring problems and errors. The 
participants in this interview mentioned three types of reporting system: sentinel events, 
occurrence variance reports, and clinical indicators. 
 
• Sub-theme: reporting of sentinel events 
 
A Sentinel Event is defined by The Joint Commission (JCIA) as any unanticipated event in a 
healthcare setting resulting in death or serious physical or psychological injury to a patient or 
patients, not related to the natural course of the patient's illness. 
Some participants said that the Ministry of Health was emphasising the importance of reporting 
serious incidents and discussing them within the hospital. They added that there is a website 
for reporting incidents to MoH. They also mentioned that there is an on-call  MoH employee 
to follow up on these reports. The following quotations illustrate this: 
Chapter Four Results 186 
Question: What is the reporting system in your hospital and how has quality improved the use 
of this system? 
 
"In my opinion, quality has paid great attention to medical errors, and the 
Ministry stressed on that. When the Sentinel Event happened, it was 
reported directly as a vital incident, not like ordinary incidents. Such 
events must be analysed immediately within 24 hours and also reported to 
the Ministry's website." (PB3) 
"It is a Sentential Event, as named by quality, and it is a serious thing, the 
patient may die or lose organs, while it is not related to his disease. It is 
reported to the Ministry of Health and this event rarely happens." (PC5) 
All participants from accredited and non-accredited hospitals reported similar responses 
regarding a Sentinel Event as a serious incident, with one exception (PC6), who did not 
mention the event. All participants who did mention it unanimously agreed that such an event 
is taken seriously.  
 
• Sub-theme: Occurrence Variance Report(OVR) 
 
OVR is an unusual event that adversely affects the health of a patient, visitor or employee and 
involves loss or damage to personal or hospital property. It is essential that following any 
occurrence variance, an OVR is completed and forwarded to Quality Department (QD). The 
report is checked for completeness, forwarded to the designated coordinator, and sent to the 
concerned department where appropriate action is taken relating to the event. Those interested 
in quality and performance development use these incidents to improve performance and 
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prevent their future occurrence. The participants shared their opinion on how to deal with 
incidental accidents and attributed their understanding to what they had learned from quality. 
However, did hospital directors agree with each other on a common concept, or is there 
jurisprudence for each team?  This  is elicited in the following excerpts: 
   Question: What is the reporting system in your hospital and how has quality improved the        
use of this system? 
 
"Of course, the basic principle of reporting is improvement, not 
punishment. I remember only one or two cases maximum that have been 
investigated as normal investigation during the last six years, I mean, that 
needed to be investigated without going down the OVR pathway of analysis 
because it was touching on safety and there was obvious negligence. The 
OVR has a clear process, from the event occurrence to the end of the lesson 
learned, and we emphasise a blame free culture in our hospital. We 
benefited from this report to make it as a corrective point. Most of our 
improvement projects are as a result of the OVR. It has helped to improve 
healthcare without a doubt.” (PA2) 
 
"Certainly, quality has changed the perceptions of employees about how 
mistakes are handled. Everything should be reported using a special form 
to the hospital director, and the hospital director determines if the report 
will be forwarded to the quality department or the investigation 
department."(PC6) 
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"In my opinion, quality has made progress in reporting errors, but 
unfortunately, there are mistakes that are not reported, although we had 
clarified that the person will not be punished. But the fear of accountability 
may be the reason behind the lack of reporting events, as well as fear of 
problems among employees.” (PD8) 
The participants agreed that the reporting system (OVR) helped to improve quality. However, 
the OVR pathway appears similar in both hospital groups, except for one non-accredited 
hospital manager who make an interference of the hospital manger which will affect the path 
way of the report when initiated.  
 
• Sub-theme: reporting of clinical indicators. 
 
Although the indicators in the MoH follow a completely independent programme, I used these 
indicators in this study in order to make a comparison between hospitals based on the results 
of these indicators. In addition, these indicators should be presented to the surveyors during 
the accreditation process, as explained by the participants from the hospitals that underwent 
accreditation. The participants from non-accredited hospitals praised the principle of indicators 
but expressed resentment towards the way the process is handled by the Ministry. They added 
that it is only just data sent to the Ministry and they did not received a feedback. Participant 
comments explain this: 
Question: What is the reporting system in your hospital and how/has? quality improved the 
use of this system? 
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"There was no interest in the indicators before the beginning of quality, 
just reports scattered here or there, but after quality we found a loop of 
indicators, I think 50 indicators?? Moreover, they established a department 
named the Department of Clinical Review that gives us a comprehensive 
view of our level of service. To be honest, I doubt it reflects reality."(PB3) 
Alternatively, participants from non-accredited hospitals believed that collecting indicators 
was a burden and a waste of time. 
"I believe that quality has strengthened the principle of productivity 
control, where performance indicators were developed for all hospital 
facilities and these indicators are sent to the Ministry. Then the Ministry 
could have an image about our performance, and we are always committed 
to report those indicators on time and receive responses to the results sent 
." (PD7) 
"As for the indicators, unfortunately I see it as a wasted effort.”  
(Researcher) How? 
 We collect about 50 indicators every month and send them to the 
Directorate, but we do not know what to do next. "(PD8) 
 
Both groups from accredited and non-accredited hospitals were obligated to send the indicator 
results as part of their reporting system, and they shared the opinion of the uselessness of these 
reports. 
 
Chapter Four Results 190 
4.2.7 Main theme: practice 
 
Practice here is the second main theme, and refers to the application of what employees 
understand about quality. Here there may be good information but a lack of application. Safety, 
precaution and teamwork are the three sub-themes which were identified under practice. 
 
4.2.7.1 Key theme: practice toward safety 
 
It is estimated that one in ten patients in developed countries are injured while receiving 
hospital care. There is growing recognition that safety is a critical dimension in overall health 
coverage. This theme will cover safety and patient safety in hospital facilities. 
 
• Sub-theme: facility management & safety 
 
There are various risks to work safety, including fire, natural disasters, information theft and 
data hacking. The development of appropriate plans to deal with these risks reflects the actual 
interest in this area, as we see in the statements of the participants: 
Question: From your experience, what is safety and how does the quality programme affect 
safety in your hospital?  
"There is no negative argument to what quality has added to safety in 
general. For example, many walls have had holes punched in them to open 
an emergency exit in each department. We did a lot of training courses to 
avoid fire. We also made self-extinguishing points to control such events. 
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There were also fire sensors and control cameras for the entire building. 
Quality does care for everything."(PB3) 
 
 Participants from non-accredited hospitals agreed on the same terms for the safety of the 
facility. They confirmed the existence of a written system and policies, but stated there was no 
clear explanation of how they are to be applied. 
"Of course, there is special attention for maintenance. The department of 
facility maintenance follow-up safety of the facility in terms of the 
regulations in place, such as electricity delivery to the hospital. Of course, 
this is for non-medical maintenance. I believe there are good safety policies 
in our hospital documents. If you wish to ask the quality department about 
this, I will be happy."(PC5) 
The accredited hospitals who developed a quality programme appear to use the same concept, 
however the non-accredited hospitals appear uncertain on how to practice the policy.  
 
• Sub-theme: patient safety 
 
The patient is the cornerstone for health providers, and the patient should be cared for safely. 
It is not acceptable to discharge a patient suffering with other illnesses or because of errors 
during treatment. Quality considers the patient’s safety from different angles. Several 
participants mentioned some of these aspects, and there seems to be a failure to mention the 
importance of patient safety goals, especially from non-accredited hospitals. We can see this 
in the words of the participants: 
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Question: From your experience, what is safety and how does the quality programme affect 
safety in your hospital?  
 
"Among the examples of things improved by quality, we initially focused on 
patient safety goals. For example, when a patient is admitted to the 
hospital for a surgical operation , there are special procedures to be done. 
These procedures must be carried out before, throughout and after the 
operation. The first to fully identify the patient and the entire history of the 
disease and write the full history of the patient in his file in special forms 
before acting, there is a specific protocol to ensure the patient is given the 
right medication and so on."(PA1) 
"Unfortunately, there is a defect in assuring the safety of patients. There is 
safety of patients in terms of preventing medical errors. Yes, there are fatal 
errors. There are errors are not fatal, but there are still errors until this 
moment happening”. (PC5) 
“We are trying to make our patients safe and our service free of errors, but 
I believe anyone work will have an error. The only one how did not have an 
error the one who did not work. (PC6) 
Although patient safety is being addressed in the implementation of quality programmes in 
MoH hospitals, the accreditation standards appear to have a greater importance. The standards 
of the accreditation body now have a special chapter under the name of ‘patient safety goals’. 
The accreditation bodies emphasise these goals, and that is why the accredited hospitals are 
more familiar with them. The non-accredited hospital managers tend to present patient safety 
as preventing errors only, overlooking other patient safety issues.  
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4.2.7.2 Theme: practice toward precautions 
 
Taking precautions in hospitals is crucial to ensuring that the patients and workers are not 
harmed. Precautions include those against potential hazards from external factors such as 
earthquakes, building collapse and fire and internal factors, such as infection. 
 
• Infection control practice 
 
Hospital infections occur for multiple reasons. Among these reasons is the use of common 
tools among patients and a lack of hand washing when moving between patients. Workers are 
also exposed to infection due to their failure to protect themselves by wearing gloves and 
facemasks, especially when dealing with infectious disease cases. The study participants 
mentioned that quality has developed a method of dealing with this issue and has imposed 
precautions and monitors of the level of infection in hospitals. 
Question: In your hospital, how can you prevent the spread of infection and promote the taking 
of precautions in general?  
"Quality has also helped to prevent or reduce infections in our hospital. 
Infection caused by using the ventilator are measured to be preventable 
and controlled. Also, infections resulting from the use of medical catheters, 
whether urinary catheters or central catheters, and surgery site infection 
are measured too. This means that following up all infections acquired 
within the hospital resulting from the provision of the service is 
contributing to raising the sense of the workers in the avoidance of any 
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cause or defect in the provision of service possible to cause harm to the 
patient." (PA1) 
One participant reinforced this concept: 
"I believe that the presence of indicators for the follow-up of the infection 
cases is evidence of the great benefit of quality to hospitals. We are 
monthly reporting on needle stick injuries, Ventilator-associated 
Pneumonia (VAP) and Methicillin-resistant Staphylococcus Aureus  
(MRSA).There is a policy for cases with suspected of infectious diseases. 
This should be identified and have a special pathway" (PB3). 
One of the participants from the non-accredited hospitals praised the quality programme and 
highlighted how it has made a positive change for them in dealing with infectious disease, 
including the creation of isolation rooms and negative pressure rooms. However, it seems that 
they are using negative pressure rooms for normal cases, which is against the quality concept. 
"I think quality helped organise the work of the infection control 
department a lot. The focus was on finding isolated rooms for suspicious 
cases, so we have worked to find isolation rooms for each department. 
Frankly, when there are no cases we use them as private rooms for a 
person who is very important or famous (VIP). In case a patient needs to be 
isolated while the isolation room are occupied, one of the normal rooms 
will be used until the VIP patient has been discharged. Then the infected 
case will be transferred to the isolation room." (PC6) 
Therefore it can be seen that the participants from the non-accredited hospitals reveal a lack of 
correct practice regarding the use of isolation rooms.  
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4.2.7.3 Theme: teamwork 
 
The team is behind the success or failure of any organisation, so it is not surprising that 
managers are looking for a way to make their teams work more effectively. The interviews 
show that the participants were grateful for quality in the formation of teams. This formation 
has been divided into two sub-themes: committees, and plans. 
 
 
• Sub-theme: committee formation 
 
The participants pointed to the importance of teamwork by referring to the replacement of self-
statements with  team statements. This became clearer when they spoke about the many 
committees that were formed based on quality requirements. In fact, there is no committee of 
one person. 
Question: In your opinion, how does the quality programme affect teamwork between your 
hospital departments and staff? 
 
"We in the hospital adopted a certain word,  WE. And the word (I) has 
been removed from the hospital dictionary. I am settled, I have, I mean, I 
am this, I am this etc. do not exist. And at any discussion, we discuss where 
(I) do not exist. When we speak, we speak as a team, we will work or we 
have a project idea. In addition to the projects of improvement or 
procedures or settings and procedures or follow-up or all these works 
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through a team does not have a person itself. We would not accept any one 
of the staff jumping to do something individually, because this will disrupt 
the functions of other members of the hospital. No improvement project can 
be done without a team. Policies and procedures are made by a team. Any 
project or proposal is also studied by a working group." (PA1) 
 
A participant from a non-accredited hospital had a similar opinion regarding the role of the 
committees and the strengthening of teamwork. However, there is a sense of resentment dur to 
the large number of these committees and the lack of staff, as highlighted in the following 
statement: 
"Of course, quality introduced the concept of teamwork, but we suffer from 
the absence of some members because of their commitment to their original 
work, for example, when a doctor is a member of a committee and at the 
same time is called to an emergency, in this case the meeting is cancelled 
or held without the presence of this member” (PD8). 
From what was learned from the participants’ responses, most working teams are involved in 
the committee. The committees and other working groups have grown up with the application 
of quality and the staff are participating voluntarily. However, these committees are held 
despite an absence of some members who do not attend because of their commitment to their 
original work. 
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• Sub-themes: plan preparation 
 
In addition to the importance of forming committees to promote the concept of teamwork, the 
participants also pointed to the preparation and implementation of plans. They shared an 
opinion that progression of teamwork through the concepts of quality can be achieved by 
making many plans, and that everyone is participating in this work, as shown in the following 
answers: 
"Almost everything in the hospital goes according to the system and plans 
of work, either done internally or according to the system and policies of 
the Ministry of Health or even the requirements of civil defence, and no one 
can work alone, because there are overlapping tasks and some of them 
complement others."(PB3) 
 
Participants from non-accredited hospitals have a similar view on the concept of teamwork: 
"Team spirit is required, and we are always watching for that in the 
implementation of plans and policies in the hospital. For example, the fire 
plan has a commander, other members and an operating room. There are 
also members to transport patients, all of which is coordinated in an 
evacuation plan."(PD8) 
In both groups, teamwork is considered an important issue, and is addressed by the staff 
through involvement in committees and plan formation and implementation. 
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Non-intentional findings: 
4.2.8 Main theme: staff behaviour and attitude 
 
During the interview the managers talked about staff attitude and how the staff act in-
regards to quality. This is an interesting finding, although it was an unpredicted outcome 
at the time of the study design. Managers from both accredited and non-accredited hospitals 
explained the attitude of the staff in the form of elaborating or explaining the situation, such 
as not attending some committee meetings and/or not reporting incidents. There was no 
direct question to the participants about staff attitude, but relevant answers emerged 
through answers to other questions: 
"Frankly, when there are no infection cases, we use the isolation rooms as 
private rooms for a person who is very important or famous (VIP)." (PC6) 
"We observe that some of the staff are upset by long stay patients." (PC5). 
"There are mistakes that are not reported, although we have clarified that 
the person will not be punished."(PD8) 
"There was no interest in the indicators before the beginning of 
quality."(PB3)  
"Yes, there are fatal errors There are also errors are not fatal, but there 
are still errors.”(PC5) 
"We are trying to make our patients safe and our service free of error." 
(PC6) 
"We have adopted a certain word,  WE." (PA1) 
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"We suffer from the absence of some members because of their commitment 
to their original work." (PD8) 
As mentioned by the participants, some of the staff were behaving against the concept of 
quality. These behaviours and attitudes were shared by accredited and non-accredited 
managers. On the other hand, there was a positive attitude in line with the quality concept. 
 
4.2.9 Conclusion 
 
The previous analysis is a result of the semi-structured interviews conducted with senior 
managers from accredited and non-accredited MoH hospitals for the qualitative part of this 
study. Two dominant areas were found in the data analysis and a theme group was divided into 
these two main components. The responses of the participants in both groups differed between 
the extent of knowledge of the quality and the extent of the practice of the staff in these 
hospitals. Each topic has been linked to these titles in relation to quality. 
 
The basic concepts of quality, satisfaction and reporting systems in hospitals were the themes 
discussed by the participants. Many of them showed a theoretical understanding of quality in 
addition to the quality tools used in the hospital and a knowledge of accreditation, which is one 
of the interests of this study. Regarding staff satisfaction and patient satisfaction, many 
participants mentioned the extent of their knowledge of the importance of measuring 
satisfaction in the development of hospital services. Finally, the hospital reporting system was 
broken down into sentinel events, occurrence variance reports, and the indicator reporting 
system. 
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Practice was the second main theme and looked at how the hospital employees practice 
according to what they have learned from quality. The safety of patient and facility 
management has been extensively discussed. The precautions were followed by a focus on how 
to reduce the spread of infection in the hospital. In addition, the participants discussed how to 
write and apply the hospital plans and how the committees were formed, as main source to 
understand the teamwork practice in the hospitals. Finally, unpredicted findings regarding staff 
behaviour and attitudes were elaborated on. 
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5  Chapter Five: Discussion  
5.1 Introduction  
 
The previous chapter detailed the results from the quantitative and qualitative data. Part One 
highlighted the differences in the 24 indicators affected by hospital size measured between 
accredited and non-accredited hospitals. In addition, results of the Mann-Whitney test were 
used to compare differences between the indicators of accredited and non-accredited hospitals. 
The test indicated that there were 12 indicators which were statistically significant between 
accredited and non-accredited hospitals. In keeping with the mixed-method approach, in Part 
Two, the qualitative data from the semi-structured interviews, conducted with eight senior 
managers from accredited and non-accredited MoH hospitals, were presented. The qualitative 
approach focused on exploring the perceptions of these managers on different aspects of 
quality.    
This discussion chapter commences with an overview of the overall research questions and 
presents a summary of the methodological approach to the study, together with a summary of 
the main findings, and then continues with an overarching discussion in response to the 
research questions then observes the methodological considerations. 
   
5.2 Overview 
 
The main motivation of this thesis was to recognise that raising the quality of healthcare 
requires a detailed knowledge of the relevant assessment tools. Being that the main purpose for 
accreditation programmes is ensuring quality of care and patient safety, the relationship 
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between accreditation and quality is crucial. Various scholars agree that obtaining accreditation 
is important for both patients and hospitals (Devers, Pham & Liu 2004; Greenfield, Pawsey & 
Braithwaite, 2011), therefore, I chose accreditation as a lens through which to investigate 
healthcare quality in MoH hospitals in the KSA. The process of hospital accreditation not only 
sets the standards for operation, but also provides support to the stakeholders on how to 
improve performance. Although the accreditation bodies set the standards of service, there is 
little evidence supporting the credibility and effectiveness of the certification programmes 
(Myers, 2011). Whilst there are no ‘magic wand’ solutions to ensuring high quality in 
healthcare, many countries have shifted towards government-mandated accreditation (Quebec, 
2011).  In Canada, it is mandatory for every health organisation to be accredited. The Health 
Council of Canada recommends, in several reports, that certification should be mandatory in 
all the provinces (Health Council of Canada, 2008). Within the context of Saudi Arabia, 
healthcare accreditation becomes a mandatory programme for all healthcare organisations. 
 
 A team representing various sectors of the Kingdom created the CBAHI standards. This team 
included experts from the National Guard Health Services, Ministry of Health, Saudi 
ARAMCO and the private sector. These standards have also been approved by the national 
health council. As noted by various researchers, such as Davis (2007), Rene (2006), Greenfield 
and Braithwaite (2008), and Alkhenizan (2011), the process of hospital accreditation in Saudi 
Arabia  provides a framework that helps in the creation and implementation of processes and 
systems that enhance operational effectiveness and improve positive health outcomes.  
 As an important tool to achieve healthcare quality, it is necessary to recognise whether 
accreditation has made a difference or not. Therefore, this study adopted two different 
approaches to assess and explore the differences between accredited and non-accredited 
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hospitals. The empirical testing included the views of managers in addition to reviewing the 
clinical auditing data in these hospitals to determine whether accreditation can be used to 
improve the quality of healthcare. 
A review of the literature in Chapter Two uncovered a gap in the knowledge on this subject, 
whereby little is understood about the differences between accredited and non-accredited 
hospitals. This topic has been under-represented in previous research, partly because of the 
dearth of published studies about the relationship between accreditation and improved quality 
of healthcare in Saudi Arabia. Therefore, much of what is used as the basis for planning future 
healthcare quality improvement in MoH hospitals is founded upon assumption rather than 
quality evidence.  
This study was undertaken to respond to this need for better information by exploring the 
potential differences between accredited and non-accredited MoH hospitals. The central 
statement of the thesis is that the findings generated have validity, and add value and originality 
to what is already known. Taking this forward, research questions for exploration were 
identified as: 
• Does the accreditation process in KSA create a measurable difference in the quality of 
care indicators in accredited and non-accredited hospitals? 
• How does accreditation process influence the perceived quality of healthcare in MoH 
hospitals? 
• What are the similarities and differences in perceived quality of healthcare in accredited 
and non-accredited MoH hospitals in KSA? 
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5.3 Summary of the methodological approach to the study  
 
Of all the methodological approaches considered, a convergent parallel mixed-methods 
approach was deemed the most appropriate design for this study, as it is comprised of two 
strands of data collection from two theoretical paradigms: (1) quantitative, being that derived 
from QCI from accredited and non-accredited MoH hospitals; and (2) qualitative, being 
derived from in-depth semi-structured interviews with participants from accredited and non-
accredited MoH hospitals. This approach was selected because the quantitative findings would 
be strengthened by the emerging themes in the qualitative data to provide a broader 
understanding of the subject (Greeff et al., 2014; Kolbe, Kugler, Schnepp, & Jaarsma, 2016).  
 
5.4 Summary of the findings 
 
The quantitative indicator results of the current study revealed that 9 indicators out of 49 have 
missing data. Therefore, these 9 indicators were excluded from the study. Of the remaining 40 
indicators, 12 were found to have significant differences. These differences are not linked to 
hospital size. Although the hypotheses (Section 3.1) was rejected for those indicators, it has 
been noted that the major significant effect of accreditation on indicator outcome was that non-
accredited hospitals have better-quality outcomes than accredited hospitals.  
As these indicators were grouped as mentioned (Section 3.7), the first question will be 
discussed by dealing with the indicators as groups. Moreover, to accomplish the triangulation 
used for this mixed-methods study, any link between the findings from the qualitative 
interviews will also be addressed.  To clarify the comparison process, the term “negative 
differences” will be used to represent where the comparison shows differences in favour of 
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non-accredited hospitals. Meanwhile, the term “positive differences” will be used to represent 
where the comparison shows differences in favour of accredited hospitals.  Non-significant 
situations will not be presented.  
The data findings from the qualitative results (Part Two) were categorised into main themes, 
key themes and sub-themes. The first main theme, Knowledge, included three sub-themes: 
Fundamental Concepts, Satisfaction and Reporting System. The second main theme, 
Practice, uncovered three sub-themes: Safety, Precautions and Teamwork. In addition, an 
unpredicted finding was reported under one theme, Staff behaviour and attitude. This theme 
was mentioned repeatedly by participants in the interviews, although there was no research 
intention to identify staff behaviour and attitude. 
The discussion will now turn to a key finding from the quantitative aspect of the study, then 
discuss further significant indicators that were found from the results of quantitative data to 
answer to the first research question: 
• Does the accreditation process in KSA create a measurable difference in the quality of 
care indicators in accredited and non-accredited hospitals? 
 Where appropriate, reference will be made to the literature for convergent and divergent views 
to make sense of the findings. Supportive data from qualitative findings will be utilised when 
needed.  
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5.5 Discussion of the overarching key finding 
 
5.5.1 QIC missing data  
 
It was previously noted that nine of 49 indicators were excluded from analysis because they 
were not completed in more than 20% of the total number of hospitals. As indicated in Section 
3.8, the QIC were received from the Department of Clinical Auditing Programme at the 
Ministry of Health in Saudi Arabia. These indicators are collected from hospitals on a monthly 
basis and then sent to the regional directorates of health affairs, then forwarded to the MoH. 
Given that incomplete indicators in many hospitals may affect the process of statistical analysis 
and create a  bias in the quantitative analysis, these indicators were excluded. Reasons for some 
hospitals not including indicators include the unavailability of services such as endoscopies, 
NICU and MRI, as these services exist only in large hospitals and are not always available in 
other hospitals. However, some hospitals do provide these services, but no data was shown in 
the indictors which needed further investigation and clarification.  
One of the participants suggested that the missing indicators could be due to the lack of 
awareness in hospitals about the importance of such data, or a lack of awareness of the 
existence of certain indicators. Therefore, not all of the indicators are submitted to the 
concerned quality committees. He also added that there may be a lack of communication 
between the clinical auditing department in the hospital and other departments that are a key 
source of collected data. Additionally, he mentioned negligence from the employees collecting 
these data due to a lack of follow-up from the hospital top management. Thus, responsibility 
appears to be divided into three main categories: 
First: Lack of employee awareness on the importance of indicators. 
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Second: Lack of communication between departments. 
Third: Employee negligence when collecting data. 
Fourth: Lack of follow up from the Ministry 
Employee awareness is a fundamental aspect of handling such important data. The Ministry of 
Health is required to select competent clinical auditors and invest in training and education 
activities in this field. Moreover, staff should be offered specific technical courses on data 
collection and reporting to increase the effectiveness of the indicators. Awards and recognitions 
are another factor that encourage employees to improve their performance in collecting 
indicators. 
Lack of communication between departments is another influencing factor that demands 
attention. Communication between hospital auditors and other relevant departments must be 
enhanced by increasing interdepartmental cooperation to insure effective data sharing. 
Technological infrastructure is essential in providing instant and effective interaction between 
all parties involved in the data collection process.    
Employee negligence in collecting data is a critical indicator of the quality of QCI. This 
requires further exploration of the causes behind the sending of incomplete indicators. Some 
participants mentioned that most of the collected data about indicators are not translated into 
action plans to improve the work. They also feel that there is no feedback from top management 
regarding these indicators. This may lead to a vicious cycle of negligence caused by clinical 
auditors and top management. 
 
Poor follow up from top managers on the work of clinical auditing departments in the MoH 
has led to a lack of commitment from auditors and thus affected the quality of indicators. 
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Therefore, a central electronic monitoring system (dashboard) for the collection process of 
indicators is required. This system could be operated under the supervision of the general 
administration of clinical auditing at the MoH in collaboration with the E-health 
administration.   
Obviously, dealing with each of these challenges requires strategic attention from the decision 
makers at the Ministry of Health, as there appears to be no follow up with hospitals when data 
is missing. In fact, human resources and technological infrastructures are two key issues that 
may provide effective means to improving the collection of data, reporting processes, and 
quality of indicators. Specific indicators will now be discussed in more detail. 
 
 
Research Question 1:  Does the accreditation process in KSA create a measurable 
difference in the quality of care indicators in accredited and non-accredited hospitals? 
 
5.5.2 Professional performance indicators of a healthcare organisation 
 
The current study reveals that accredited hospitals failed to reduce operation cancellation rates 
(Section 4.1.4). This finding represents a negative difference in favour of non-accredited 
hospitals. The mean operation cancellation rate of accredited hospitals was higher than the 
mean operation cancellation rate of non-accredited hospitals. The reduced cancellation rates in 
the non-accredited hospitals indicate a positive impact of preparation for accreditation. The 
non-accredited hospitals are being prepared for the impending accreditation project as per the 
MoH plan (Section 5.1.1). Therefore, extensive pre-implantation efforts have been exerted in 
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these hospitals and this has impacted positively on their performance. They are highly 
motivated to be accredited, as mentioned by interviewee PC6.  
On the other hand, the high rate of cancelled operations is unjustifiable for the accredited 
hospitals because they are supposed to be more capable of improving work processes. 
Interviewee PA1 from an accredited hospital admitted that they have learned how to make use 
of the indicators to continuously improve work processes. Kumar and Gandhi (2012) argue 
that most operation cancellations are preventable. Yu, Xie, Luo, & Gong (2017) suggested that 
operation cancellation is linked to other issues such as workup-related causes, coordination 
causes, patient related causes, support system issues, and doctor related causes. Therefore, the 
operation cancellation rate should be monitored to avoid creation of further problems such as 
increase in length of stay.  
Another finding of the current study is that the accredited hospitals saw a higher average length 
of stay in the adult ICU. Interestingly, the distribution of this average length of stay had an 
extreme outlier that represents an abnormal value exceeding 50 days, while the majority of 
observations ranged between 1 and 19 days. Given the interdependent relationship between 
operations and length of stay, this finding may be linked to the previous finding of increased 
operation cancellations. As another potential cause for this finding, Almasabi & Thomas (2016) 
stated that complicated procedures in the accredited hospitals may lead to delays in processes 
and therefore make the indicator results higher than the non-accredited hospitals. However, 
this justification contradicts Simon et al. (2002); Kown et al. (2013), who stated that the 
accreditation criteria had reduced length of hospital stay compared to non-accredited hospitals. 
Considering the effect of operation cancellations and complicated procedures in the accredited 
hospitals, this finding questions the extent to which accreditation can improve the clinical work 
process.  
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The findings revealed that there is a long waiting time for services in accredited hospitals. The 
indicators representing waiting time include the percentage of specialties for which booking an 
urgent appointment takes more than two weeks for new cases and the percentage of specialties 
for which booking a routine appointment takes more than four weeks for new cases. These 
indicators aim to evaluate the efficiency of patient care in the outpatient department. 
 The data also showed that neither booking an urgent appointment nor booking a routine 
appointment showed positive differences between accredited and non-accredited hospitals. 
With there being a longer time to get an urgent appointment, the system is less efficient and 
therefore has an impact on the indicator results. The accredited hospitals had a higher mean 
percentage of specialties, where booking an urgent appointment took more than two weeks for 
new cases, in comparison to non-accredited hospitals. It is clear that there is a negative 
difference, because the non-accredited hospitals are likely to book urgent and routine 
appointments earlier than non-accredited hospitals.  
Long delays in making an appointment reveal a system problem that should be fixed. This 
delay on having appointment may affects other factors or indicators, such as satisfaction. This 
is supported by the study of Tehewy et al.  (2009) who concluded that patients in the accredited 
health units expressed significantly higher satisfaction scores compared with the control group 
regarding cleanliness, waiting time and unit staff, as well as overall satisfaction. The long 
waiting time to see a doctor is a bad sign of quality of care in the accredited hospitals, as 
findings of the current study. I was surprised when the non-accredited hospital participant 
(PC6) explained patient satisfaction was measured by visiting inpatients only and asking them 
about their health and if they are facing any problems. In fact, the waiting times for accredited 
hospitals are still worse than non-accredited hospital, not only for booking appointments with 
doctors, but also other services such as radiology department visits (CT). The CT service is 
one of the advanced radiology services in the hospitals because it supports other services to 
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facilitate diagnostic processes and  aids early diagnosis. The result of the current study revealed 
a significant effect of accreditation on the indicators, and identified that the accredited hospitals 
had a higher average CT scan booking time for OPD patients than non-accredited hospitals. 
This finding raises a question on the side effect may happened due to the to book an 
appointment to do the CT scan. The late diagnosis of disease may lead to complications in 
terms of necessitating further processes (early detection early intervention), a more advanced 
level of treatment and higher costs. Additionally, the long waiting time for CT services may 
contribute to low patient satisfaction. These consequences indicate that accreditation has 
complicated the appointment process. Therefore, accreditation is working in the opposite 
direction of its intended purpose and against the expectations of this study.  
 
5.5.3  Health organisation KPIs 
 
Accreditation was observed to have a significant effect on the (inpatient) indicator ‘hospital 
mortality rate’, indicating that accredited hospitals tend to have higher mortality rates than non-
accredited hospitals. This result revealed negative differences between accredited and non-
accredited MoH hospitals. These findings are in contrast with those of other studies (Simons 
et al.(2002); Chen et al. (2003); and Nguyen et al. (2012)) that found that the non-accredited 
hospitals had lower quality of care and higher mortality rates than accredited ones. However, 
using this critical indicator to determine the quality of the delivered services may require in 
depth understanding of the chronological progress of this indicator. A longitudinal study could 
be the best option to observe the changes in this factor by comparing the mortality rates over a 
certain period of time (pre and post accreditation phases). 
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From a different perspective,  failure to control some indicators may affect other processes and 
lead to an increase in mortality rates. The current study found a significant effect of 
accreditation on the indicator “unscheduled return to OR within 48 hours”. The accredited 
hospitals had a significantly higher mean than non-accredited hospitals, indicating that 
accredited hospitals tend to have higher values of unscheduled return to OR within 48 hours 
than non-accredited hospitals.  
The link between the increase in mortality rate and unscheduled return to OR was supported 
by a study conducted at Hitchcock Medical Centre in Lebanon. This study found that the 
mortality rate of patients who had an unplanned return to OR was significantly higher than the 
patients who did not return to OR (Birkmeyer et al., 2001). This is a very worrying result, as 
the unscheduled return of patients to the operating room after routine or emergency surgical 
intervention has implications concerning the quality of surgery. Therefore, judging from the 
results of the current study, accreditation has failed to improve the efficiency of patient care in 
the OR, while non-accredited hospitals are showing lower values. 
On another aspect, the risk of falls is related to many factors and circumstances in respect of 
the patient or environment. According to the JCIA manual (JCIA, 2014), risks associated with 
patients include patient history of falls, medication use, walking or balance disorders, visual 
impairment, and mental status. Therefore, patient assessment is a helpful tool in preventing 
falls. Not all patients require reassessment during their hospitalisation, yet the assessment 
criteria should still be in place. Therefore, accredited hospitals must be strict on following this 
instruction from the accredited bodies. However, the results of the current study indicate that 
accredited hospitals tend to have a higher number of patient falls per year than non-accredited 
hospitals. The manual of CBAHI standards (2016), Medication Management (MM), makes the 
following  statement: 
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“MM.39.2 There is an annually updated list of all formulary medications 
that cause changes in the patient’s equilibrium and may raise the risk of 
falls”. 
Moreover, the Quality Management and Patient Safety (QM) states: 
“QM.23.3 The hospital implements evidence-based interventions for fall 
reduction according to the risks identified”. 
(CBAHI, 2016 p:210) While this study covers all accredited hospitals of the MoH, the 
international accreditation body (JCIA) given more importance for patient fall and had put this 
issue under the name of international patient safety goals) and not just standard. Goal number 
6 (IPSG) is concerned with reducing the risk of patient harm resulting from falls: 
“IPSG.6: The hospital develops and implements a process to reduce the 
risk of patient harm resulting from falls.”  
(JCI, 2014 p:22). Due to the encouragement, education and effort that has been done to 
accredited hospitals during the accreditation time, the accredited hospital must have low 
number of patients falls. On the other hand, the quality culture may not yet be mature enough 
to report every case. Thus, under reporting may take place in non-accredited hospitals, as 
admitted by one of the participants (PD8) who elaborated that the fear of accountability is the 
reason behind the lack of reporting. What surprised me was that all the other participants were 
emphasising that there was no under reporting in their hospital.   
In addition to preventing patient falls, the JCI has included standards to prevent the spread of 
infection. Under the Prevention and Control of Infections (PCI) chapter in the JCIA (2014) 
manual, Standard PCI.5.1 states that: 
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“All patient, staff, and visitor areas of the hospital are included in the 
infection prevention and control programme.” 
 (JCI, 2014 p:153) The qualitative interviews revealed that the participants in this study backed 
infection control prevention in their hospitals. They were happy to build new isolation rooms 
to accomplish the quality standards and to protect the patients and staff. It was clear that there 
was a lack of consistent practise in using the isolation room, but I consider that to be an issue 
of management rather than understanding of quality. The results of the quantitative data show 
a significant effect of accreditation on the indicator “Surgical Site Infection (SSI) rate”. The 
accredited hospitals had higher rates than non-accredited hospitals. The rationale of this 
indicator was uncovered by the clinical audit programme to evaluate patient safety in the 
hospital. But the JCIA considered it as important as well and called it Goal Number 5: to reduce 
the risk of healthcare-associated infections. This indicator was set by the clinical audit 
programme to evaluate patient safety. So, both accredited and non-accredited hospitals were 
obligated to report this indicator and to benefit from its result to reduce the infection rate. The 
accredited hospital had an advantage in reducing SSI or other types of infection through their 
experience of accreditation, but it was clear that the accredited hospitals had failed to reduce 
the infection rate. 
The last indicator evaluating the efficiency of patient care in the OR  measured the number of 
post-operative cardiac arrests within 48 hours. Accredited hospitals had significantly higher 
means in the number of post-operative cardiac arrest cases within 48 hours in comparison to 
non-accredited hospitals. Although cardiac arrests may happen anywhere, post-operative cases 
are more risky. This risk is related to the patient history and many medical factors. Therefore, 
I believe this indicator does not reflect the efficiency of OR care, as mentioned in the intention 
of the audit programme handbook. Cardiac arrest responsibility is shared between the hospital 
environment, patient medical history and  the surgeon and other staff. The accredited body 
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emphasise dealing with cardiac arrest in a professional way, as mentioned in the JCIA manual 
chapter, Care of Patients (COP). Standard number 3.2 states that advanced life support must 
be implemented in under 5 minutes (JCIA, 2014). Moreover, the (CBAHI) standard stated to 
evaluate the hospital medical staff on an ongoing basis as noted in Medical Staff standards 
(MS) (CBAHI, 2015). Results of the current study indicate that accredited hospitals tend to 
have a higher number of postoperative cardiac arrests within 48 hours than non-accredited 
hospitals. This means that either the accredited hospitals did not benefit from the accreditation 
process or there is under-reporting in non-accredited hospitals. The under-reporting theory is 
more suitable for such cases because fear of punishment takes place, as indicated earlier. 
 
5.5.4 Organisation productivity indicators 
 
Of the seven health productivity indicators, two were found to be significantly affected by 
hospital accreditation and show a difference between accredited and non-accredited hospitals. 
The rationale of this indicator group is to evaluate hospital productivity and the efficiency of 
patient care as stated in the clinical audit program manual. It was unclear to me how the 
responsible person in a clinical auditing department in MoH would deal with the indicators. 
However, several organisational productivity indicators such as number of admissions, number 
of surgeries, and outpatient visits look more like a characteristic of a hospital than the output 
and quality measurement. Moreover, the two indicators: "number of surgeries", and "total 
outbound visits" were showing a significance when compared, without effected of hospital 
size. So, hospital size may affect this finding. To conclude, this type of indicator is not 
applicable for comparison between accredited and non-accredited hospitals, yet it was one of 
the indicator packages of clinical audit complete data for this study. 
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5.5.5 Discussion of indicator results affected by hospital size 
 
Section 4.1.2 described the hospitals involved in this study. To avoid any kind of bias the 
interaction of hospital size has been examined. Initially, a two way MANOVA was utilised to 
determine the strength of the overall relationships between accreditation and hospital size. 
MANOVA analysis is a multivariate statistical model that facilitates the study of 
interrelationships among sets of multiple dependent variables and multiple independent 
variables (Hair et al., 2010). 24 indicators showed significant differences when tested under 
the effect of hospital size. 12 of the 40 indicators show significance when tested against 
accredited and non-accredited only. 
 
In the rate of patients who spent 24 hrs or more in the ER. When comparing the size of hospital 
as large to large or medium to medium it shows no differences. But the large accredited 
hospitals fail to be in a normal rate in contrast with small non-accredited hospitals are in better 
performance. Therefore, the way of dealing with ER patient in the accredited large hospitals 
indicating that accredited large hospitals had higher values of rate of patients who spent 24 
hours or more in the ER than non-accredited small hospitals. So, the way of comparing different 
size is meaningless while I believed that the waiting time in ER should be the same wither the 
hospital have same size or not or at least there are significant differences in favour of accredited 
or non-accredited. For non-emergency cases, the finding from another indicator in line of 
waiting time but this indicator is measuring the average patients waiting time for scheduling 
routine surgical operations. Large accredited hospitals tended to have lower average waiting 
times for scheduling routine surgical operations. I believe that in this indicator the accreditation 
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has good impact by standardization of appointment arrangements for all patients in accredited 
hospitals, so the existing differences are in favour of accredited hospitals, which is positive. 
Waiting time is an important concern in patient satisfaction. Hospital leaders select a set of 
process indicators based on the mission and scope of services (CBAHI, 2014).  
The results of this current study are supported by a study conducted in Egypt. Al Tehewy et al. 
(2009) evaluated the impact of accreditation on patient satisfaction by comparing 30 accredited 
non-governmental healthcare units and 30 non-accredited non-governmental healthcare units 
in Egypt. The study concluded that accredited non-governmental hospitals had  higher patient 
satisfaction compared to non-accredited hospitals (Al Tehewy et al., 2009). Furthermore, the 
waiting time of diagnostic services such as ultrasound (U/S) in radiology showed that the non-
accredited small and large hospitals had a higher average U/S booking time for OPD patients 
than accredited hospitals of small and large sizes. This indicator shows that hospital size can 
be seen to have an impact on the side of accredited hospitals. However, many factors may play 
a role in the diverging result. Source of data, the pressure to use the service and staff 
professionalism are expected to give priority to accredited hospitals. 
 
In studying the ICU occupancy rate, Iapichino et al. (2004) stated that a higher ICU occupancy 
rates lead to higher mortality (Iapichino et al., 2004). Iapichino et al. examined the relationship 
between the volume of activity in intensive care units (ICUs) and mortality and conclude with 
that statement. The current study found that the large accredited hospitals had higher adult ICU 
occupancy rates than non-accredited hospitals. Hint, the large accredited hospitals involved in 
this study are triple of the large non-accredited hospitals (Section 4.1). Moreover, the small 
and medium hospitals transferring the sicker patient for advanced treatment to large hospitals. 
Therefore, the large hospital is the last destination of the sicker patients. The current result 
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differs from what has been concluded by Iapichino et al. (2004), who stated that quality of care 
is better in non-accredited hospitals. In addition to the fact that accredited hospitals have higher 
occupancy rates, medium and large hospitals have a higher number of hospitalised patients 
including ICU cases that develop bed sores than small hospitals. 
Bed sores mostly occur in long term cases. Therefore, the lesson to be learned from quality 
should be to maintain a high level of patient care to avoid the development of bed sores. In the 
qualitative interviews in the current study, all the participants expressed their gratitude to 
quality for what it has taught them. This gratitude is not reflected by the indicator findings, and 
shows a contradiction with the qualitative findings. The large and medium hospitals tend to 
have sufficient bed capacity for long term cases, while the small hospitals transfer cases to 
large hospitals for medical treatment. Although, accreditation has been involved in some 
hospitals and was assumed to have good impact on quality of care, the larger accredited 
hospitals had a higher number of patients who developed bed sores during hospitalisation 
including ICU than non-accredited large hospitals.  So, the larger accredited hospitals leaders 
must take action to reduce the number of bed sores in response to the indicator results.  
 
The (JCIA) has identified medication errors as one of the most frequent sentinel events (Barker, 
Flynn, Pepper, Bates, & Mikeal, 2002). The number of medication errors is higher in medium 
and large hospitals than in small hospitals which are non-accredited. From this increase in 
number it is obvious that hospital size is affecting the result. However, for accredited hospitals, 
the number of medication errors is lower in large hospitals than in small and medium hospitals. 
This means that accredited hospitals are in the opposite position to non-accredited hospitals. 
Moreover, the result shows that the number of medication errors is lower in large accredited 
hospitals than in large non-accredited hospitals. The current study is contradictory to a 
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prospective cohort study of medication error conducted in 36 hospitals in Georgia and 
Colorado in 2002, which denied any statistical relation between medication error and 
accreditation (Barker, Flynn, Pepper, Bates, & Mikeal, 2002). Participants on the qualitative 
side of the current study, from both groups of hospitals, indicated that the quality programme 
had helped to reduce the number of errors (Section 4.2.6.1). This indicator shows the positive 
difference between accredited and non-accredited hospitals in reflection of hospital size alone. 
 
Finally, there was no difference in the number of code blue (cardiac arrests) in accredited and 
non-accredited hospitals in general, with exception of accredited medium hospitals, which had 
significantly higher incidences than accredited small hospitals. The type of indicator does not 
reflect the importance of measuring such indicators. It is not obvious what the indication of 
collecting the data is and what is the concluded purpose was. In the same pattern, the indicator 
for number of needle stick injuries was collected like others but it is still a number. In addition 
to the number of intra-operative cardiac arrests, number of admissions, number of discharges 
and number of ER visits has the same situation. Therefore, if the hospital size factor is removed, 
these indicators would not show any significance in reflecting the differences between 
accredited and non-accredited hospitals.  
 
To sum up, the answer to the research question, does the accreditation process create a 
measurable difference in healthcare quality indicators between accredited and non-accredited 
hospitals, is yes, there is a difference in favour of non-accredited hospitals. 
Based on the assumption that the collected quantitative data can be used to support or not 
support the hypothesis (Bryman, 2015), a statistical analysis of quantitative data has been used 
to test the research hypothesis (Section 3.1) which states that the accreditation programme, 
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when implemented, leads to significant quality clinical indicators and thus a measurable 
positive difference may exist between accredited and non-accredited hospitals. The results 
revealed the QCI of the non-accredited hospitals to be better than that of the accredited 
hospitals, which suggests the existence of a negative difference. Accordingly, the hypothesis 
was rejected. 
To summarise this section, the findings concluded so far indicate that the quality of healthcare 
services in MoH hospitals is compromised despite ongoing efforts through accreditation 
projects. However, it is essential to explore the perceptions towards the quality programme 
within these hospitals. Therefore, the following section will answer the second and third 
question of this study by offering further discussion regarding the perceptions of hospital 
managers on the current situation of healthcare quality. 
 
• Question	 2:	 How does accreditation process influence the perceived quality of 
healthcare in MoH hospitals? 
• Question	3:	What are the similarities and differences in perceived quality of healthcare 
in accredited and non-accredited MoH hospitals in KSA? 
 
To answer these two questions from a qualitative perspective, two dimensions should be 
considered: the influence of accreditation on perceived quality, and the similarities and 
differences of these perceptions in both accredited and non-accredited hospitals. The collected 
qualitative data incorporates social and behavioural thinking on quality within accredited and 
non-accredited hospitals.  
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5.5.6 Fundamental concepts 
 
Participants from both groups were fully aware of the start date (2005) when the quality 
programme was first introduced in the Ministry of Health hospitals. The increased awareness 
towards quality projects has changed the perceptions of hospital directors towards the potential 
outcomes of quality. This has been implied by one of the hospital directors (PA-1, Section 
4.2.5). 
By introducing these programmes, the healthcare practitioners gained knowledge about quality 
application as they were practically involved in various quality initiatives. The current study 
interpreted the participants’ knowledge on quality into the perceived term “continuous 
improvement”. Despite their differing definitions of quality, all participants emphasised the 
importance of continuous improvement as a key descriptor of quality. In addition to this view, 
it has been noticed that the managers in accredited hospitals link quality to the prevention of 
error. This view has led me to assume that such a linkage is based on the emphasis of 
accreditation agencies on the prevention of errors. The is clearly mentioned in several agency 
standards handbooks, i.e. JCIA Chapter Seven, and CBAHI Chapter Ten.  
 
In the same vein, the accreditation standard manuals of both JCI and CBAHI focus on patient 
safety standards as a tool for the reduction of error. However, patient safety standards are given 
more attention in JCI and are described as “international patient safety goals” rather than just 
standards (JCI, 2014 p:22) The continuous emphasis on implementing these goals to reduce 
medical error explains why hospital managers perceive quality as a way of preventing error. 
Therefore, perceiving quality as a way of reducing error represents the main difference between 
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the accredited and non-accredited hospitals in the understanding of quality. The hospital 
managers in the accredited hospitals perceive the practical side of quality, i.e. error reduction, 
unlike their peers in the non-accredited hospitals (Section 4.2.7.1). Moreover, quality tools 
including but not limited to (PDCA) Plan-Do-communicate and Act, Pareto chart, and flow 
chart, were recognised by all participants from both accredited and non-accredited hospitals. 
This indicates that the accreditation programmes do not necessarily impact knowledge about 
quality tools. 
The current study revealed a contradiction between perceived and actual effectiveness of the 
accreditation programmes. Participants from accredited hospitals remain convinced that 
medical services have improved due to implementing the accreditation programme. In addition, 
those managers mentioned that they can notes a positive impression toward the quality of 
healthcare from the patients who visit the hospital frequently. However, these perceptions are 
contrary to what was concluded from the quantitative part of this study, i.e.  the document 
review of QCI. Meanwhile the participants from non-accredited hospitals failed to express their 
perceptions on the potential benefits of accreditation, since they have not been involved in 
these activities.  
 
5.5.7 Patient and staff satisfaction 
 
As a lens for viewing healthcare quality, accreditation programmes have emphasised the need 
to measure the satisfaction of both patients and employees (JCI and CBAH). The findings of 
this study show that hospital managers in both accredited and non-accredited hospitals agree 
that quality has changed their perceptions about the satisfaction of employees and patients, as 
well as the way that it should be measured. This is compatible with the results of other local 
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and international studies. The study of Al-Qahtani et al. (2012) revealed statistically significant 
differences in the level of patient satisfaction, where patients in the accredited hospital showed 
a higher level of satisfaction compared to those of the non-accredited hospital. Gabriel et al. 
(2018) stated that nurses perceived improvements as an outcome of the accreditation process 
in terms of strategic quality planning, quality management, patient satisfaction and staff 
involvement. On the other hand, participants from non-accredited hospitals were less accurate 
in describing the correct ways of measuring the satisfaction of internal customers (staff) and 
external customers (patients). A director of a non-accredited hospital explained that he visits 
patients continuously to determine their level of satisfaction, and he suggests that employee 
satisfaction can be inferred by the number of complaints raised by the employees (PC2) 
(Section 4.2.6.2). 
This reflects a traditional approach to handling information related to patient and employee 
satisfaction. The leadership chapter of the JCI standards manual (LD.12.1) stresses the need to 
employ a scientific approach in dealing with these important aspects that includes taking 
feedback from patients and workers and conducting regular field surveys. This is a clear 
conflict between scientific behaviour and human behaviour, which is a social aspect. 
However, other studies have concluded that there is no significant relationship between 
accreditation and the level of patient satisfaction. Haj-Ali et al. (2014) explored the impact of 
hospital accreditation on patient satisfaction across six hospitals in Lebanon and noted that 
there was no statistically significant association between hospital accreditation classification 
and patient satisfaction. In the same vein, Barghouthi and Imam (2018), who assessed the level 
of patient satisfaction in accredited and non-accredited hospitals in Palestine, concluded that 
there are no statistically significant differences related to hospital accreditation. This leads to 
the conclusion that satisfaction is a subjective issue that is difficult to measure quantitatively, 
because quality is a social construct. The variation of findings between these studies should be 
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considered by the accreditation agencies when determining the level of patient and employee 
satisfaction in hospitals. Satisfaction is measured objectively and may give a different result if 
measured in a different way. People vary in presenting their satisfaction level, so, patient and 
staff satisfaction can be measured objectively beside the current way of measure. 
 
5.5.8 Patient safety 
The participants from both accredited and non-accredited hospitals agreed that quality had an 
important role in improving patient safety. Reporting systems such as occurrence variance 
report (OVR) and sentinel event reports, indicator reports, and facility management safety 
reports are being implemented in all hospitals in the study. However, unlike managers in the 
accredited hospitals, the participants from the non-accredited hospitals seem to lack a scientific 
interpretation of quality and patient safety. They rely on personal effort to adapt the quality 
principles in their hospitals as an alternative means of achieving accreditation. Therefore, 
accreditation may offer a more systematic understanding and structural implementation of 
quality and patient safety principles. This is supported by other researchers who state that those 
institutions that invest in accreditation surveys reap the most benefit from accreditation. 
 Al Awa et al. (2011) concluded that the accreditation programme that was carried out at King 
Abdulaziz University Hospital in KSA has positively impacted patient safety and quality of 
healthcare indicators, including adverse events, healthcare associated infections, mortality rate, 
and surgical procedures (Al Awa et al., 2011). Another study conducted in KSA shed light on 
the positive impact of accreditation on patient safety from the nurse perspective (Al Shamari 
et al., 2015). As noted by Qureshi et al. (2010), the certificate of quality compliance is a key 
indicator of healthcare quality and patient safety. They argued that patients prefer accredited 
healthcare organisations, thus unaccredited organisations need accreditation to achieve the 
Chapter Five: Discussion  225 
competitive advantage. Accreditation sends a strong message to the stakeholders regarding the 
organisation’s commitment to providing quality and safe services (Almasabi, 2013). These 
observations reveal the mediating role of the accreditation programme in improving the level 
of quality and patient safety in hospitals.  
 
5.5.9 Infection control 
Quality programmes reflect on all hospital services, including infection control. All 
participants stated that the enforcement of infection control measures has been made a priority 
by hospital management. They mentioned that the MoH recently started to build isolation 
rooms and negative pressure rooms in all hospitals to fulfil the quality requirements. In general, 
the participants in this study from both accredited and non-accredited hospitals have 
demonstrated a good knowledge of infection prevention. Having said that, there remains a 
question regarding how infection control is being practiced in non-accredited hospitals (PC6) 
(Section 4.2.7.2). 
It is obvious that the knowledge of the participants from both accredited and non-accredited 
hospitals is equal, but practice seems to be breached in the non-accredited hospitals. This could 
be attributed to the absence of inspection tools such as accreditation (Section 4.2.7.2).   
Moreover, participants emphasised the influence of the quality programme in changing the 
infrastructure of their hospitals. They mentioned that the quality requirements forced the MoH 
to apply the infection control conditions to hospital infrastructure (PC6). However, 
accreditation may provide added value to the accredited hospitals given that it emphasises the 
application of infection control in a more structured way. Sekimoto et al. (2008) identified the 
impact of hospital accreditation in determining the infection control infrastructure as well as 
healthcare outcomes. Similarly, the study of Al Tehewy et al. (2009), showed a positive 
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association between hospital accreditation and infection control due to hospital’s compliance 
with the accreditation standards. Therefore, it is worth considering the combination of 
knowledge and practice. These aspects can be consolidated by introducing the accreditation to 
ensure hospitals adhere to infection control requirements.   
 
5.5.10 Teamwork 
Different teamworking aspects of quality were discussed with participants (Section 4.2.7.3). 
All managers from both accredited and non-accredited hospitals expressed their understanding 
of teamwork activities by mentioning that they are involved in different meetings such as 
decision-making, planning and setting work policies. Following these meetings, there are other 
teamwork activities and coordinated efforts to implement the planned activities. A fire 
prevention plan is an example that reflects the mechanism of teamwork activities. A positive 
teamwork morale exists in both accredited and non-accredited hospitals, which means that 
accreditation has no significant effect in this context (PA1) and (PD7) (Section 4.2.7.3). The 
reviewed literature does not provide evidence on the influence of accreditation on teamwork.  
 
5.6 Conclusion  
This Chapter has outlined the significant indicators in the quantitative part and the main themes 
that have been developed as a result of the qualitative part. These themes represent the 
perceived understanding of quality using semi-structured interviews with a group of hospital 
directors from accredited and non-accredited MoH hospitals. The participants identified 
important perceptions regarding the mediating role of accreditation in achieving the required 
level of quality. These perceptions have been analysed and discussed considering the potential 
variation between quality practices in accredited and non-accredited hospitals. The identified 
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themes include fundamental concepts, satisfaction, reporting systems, precautions, and 
teamwork. Additionally, some reverse expectations have been identified and discussed. The 
discussion highlighted similar perceptions on the knowledge of quality in both accredited and 
non-accredited hospitals. However, there are slight differences between these hospitals in terms 
of the practice of quality.
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6 Chapter Six Conclusion and Recommendations 
The previous chapter presented a discussion of the results of the data collected and analysed 
from indicator results and participants working at top management levels of MoH hospitals. 
The chapter included an integrated critique across a two-part analysis which was followed by 
a discussion based on the key findings of this study and those of the studies critiqued within 
Chapter Three, the literature review. 
The following chapter will present the major research conclusions and recommendations drawn 
from the main findings of the two integrated results of this thesis.  
This part will also consider the contributions and main limitations of the current study and their 
implications as well as provide a number of recommendations that may have implications for 
future development of accreditation programmes. Moreover, suggestions are made for certain 
aspects of healthcare quality in the KSA that need to be considered for future research. 
 
6.1.1 Staff behaviour and attitude 
The qualitative part of this study aims at achieving an in-depth understanding of the perceived 
reality of quality programmes. These perceptions are subjective in nature and thus exposed to 
various social and behavioural influences. Therefore, some interesting findings about staff 
behaviour and attitude have been identified. One participant (PC5) stated that some hospital 
staff are dissatisfied because of the length of stay of some patients (Section 4.2.6.2). This 
resentment might be extended to a negative attitude towards patients. Additionally, another 
participant (PD8) identified that some employees do not report all errors that occur in the 
hospital (Section 4.2.6.3). This dangerous behaviour is also a critical issue for quality since the 
quality culture encourages self-reporting of errors and ensures anonymity of informants. As 
stated by Khon et al. (2000), this could reflect negative perspectives on the organisational and 
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quality culture of hospitals where errors are viewed as personal failure rather than a fault of the 
system (Khon et al., 2000). As a potential explanation for the lack of error reporting, a study 
by Rages (2014) concluded that healthcare workers are frustrated by the limited feedback and 
poor response from hospital top management to their requirements and reports.  
Another issue raised by some managers in both accredited and non-accredited hospitals is that 
they are dissatisfied with absence of some committee members who do not attend their 
scheduled meetings PD8 (Section 4.2.7.3). The participants stated that this absence is basically 
attributed to the commitment of those members to their original work. They mentioned that 
this problem causes disruption to quality efforts and wastes hospital resources. This 
observation may represent a system-related factor that influences staff behaviour and attitude. 
It is obvious that those members are not able to strike a balance between their basic duties as 
healthcare practitioners and their participation in quality initiatives.  
 
6.1.2 Reverse expectations 
This study clearly demonstrated the superiority of non-accredited hospitals in the overall results 
of the indicators under study. The results were not expected to negatively influence the 
indicators of accredited hospitals to this extent. However, I believe that the adverse results of 
indicators should not be fully attributed to the failure of accreditation projects. They might be 
caused by an excessive adherence to standards that has created new rigid policies that have 
affected the overall performance of the accredited hospitals, or an inability of the Ministry of 
Health to monitor requirements. For example, the apparent delay in the patient waiting times 
in accredited hospitals for appointments for outpatients or radiology departments is due to the 
requirements of the accreditation standards to achieve the quality required when performing 
the service. On the other hand, the non-accredited hospitals have shorter waiting times. This 
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supports the assumption that the accreditation standards contribute to more complicated work 
processes. At the same time, these standards provide more objective compliance and exclude 
personal judgements in delivering healthcare services.  
Generally, the QCIs represent a comparison tool by which the current clinical performance of 
the accredited hospitals was measured and then compared with the performance of the non-
accredited hospitals. The results of quantitative analysis revealed that non-accredited hospitals 
perform better than accredited hospitals. Moreover, the explored perceptions are deemed 
similar in both accredited and non-accredited hospitals. This similarity is viewed as another 
point in favour of non-accredited hospitals. I believe that the good performance of the non-
accredited hospitals may reflect the intensive preparatory efforts that are being undertaken by 
the Ministry of Health to accredit all hospitals as a first step towards transformation and 
privatisation projects. These efforts focus on encouraging hospitals to improve their clinical 
and non-clinical processes to achieve a certain level of quality that enables them to be 
accredited. However, a key finding from this study indicates the indifference of knowledge 
between perceptions in the accredited and non-accredited hospitals, and the drop in QCIs in 
the accredited hospitals represents the sustainability dilemma concerning quality projects. The 
accreditation momentum and commitment to quality starts to decline soon after hospitals 
become certificated, and this leads to a drop-in performance. The results drawn in this study 
provide a general perception regarding the need to review the accreditation standards and  tailor 
them according to the requirements of individual MoH hospitals (Section 1.4). This also 
requires a combined effort from the Ministry of Health and the accreditation agencies to ensure 
the sustainability of the accreditation projects.  
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6.1.3 The study contribution 
The impact of the current MoH strategy on the healthcare system has been significant. 
However, as identified in the literature review conclusion there are no Saudi specific studies 
which identify the differences in quality of care provided by accredited and non-accredited 
hospitals. At an international level, it is rare that research examines these differences, therefore 
this study fills the gap in the international literature, and more specifically, in the Saudi context.  
In light of this, the findings presented in this thesis provide a unique original contribution by 
providing valuable evidence regarding the differences between MoH accredited and non- 
accredited hospitals in KSA, as a baseline from which to develop a strategy for future 
healthcare quality development. Furthermore, this study will contribute to MoH policy maker 
knowledge and organisation planning. 
 
6.2 Recommendations 
 
The recommendations have been devised from the findings of this study and are separated into 
recommendations for the MoH and recommendations for the National and International 
Accreditation Bodies. 
 
6.2.1.1 Recommendations for the MoH 
 
• Benchmarking MoH hospitals against more advanced quality certified healthcare 
organisations within the context of Saudi Arabia.  
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• More MoH funding should be accessible to each health directorate in order to allow for 
human, financial and material resources to be available as required and to facilitate the 
process.  
• Dissemination of standardised quality terminologies to be used within MoH hospitals.  
• Including quality subjects in the university curriculums for all healthcare specialities.  
• Re-evaluation of the effectiveness and efficiency of the MoH clinical auditing 
programme.  
• Establishment of a specialised team to monitor the ‘post accreditation phase’ and ensure 
continuous improvement and evaluation.    
• Public sharing of QCI of the accredited hospitals to improve transparency and 
accessibility of information and encourage competitive benchmarking. 
• Incentives and rewards for the top ranked accredited hospitals.   
	
6.2.1.2 Recommendations for National and International Accreditation Bodies 
 
• Conducting unannounced team surveys for the accredited hospitals.   
• Delegating quality surveyors to report any violations or breaching of quality in 
accredited hospitals. 
 
6.2.1.3 Recommendations for future research  
This study was mainly concerned with reviewing quality indicators and manager perspectives. 
Future research on patient perceptions of quality and accreditation projects would be 
recommended to obtain further knowledge regarding the impact of patient value on quality 
initiatives.   
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6.3 Dissemination plan 
This thesis has utilised critical analysis to determine the differences in the quality of healthcare 
provided by accredited and non-accredited hospitals by focusing on indicator results and 
manager perspectives. Recommendations have been devised as a result and will be submitted 
to the MoH in order to re-evaluate the current accreditation programme and identify more 
efficient ways to improve the quality of healthcare. A meeting will be requested between the 
researcher and the general director of the quality directorate of the MoH to discuss these 
findings and to devise a suitable plan to put the recommendations into practice. 
A copy of the results will be made available to all healthcare professionals involved in the 
study and a publication will be released for all other healthcare professionals, with the main 
aims, objectives and findings summarised in a peer-reviewed setting such as the International 
Journal for Quality in Healthcare. The findings will be available through the University of 
Salford Library via the PhD website in the UK. I will present findings at conferences, both 
nationally in Saudi Arabia and internationally at conferences organised by, for example, the 
WHO and the NHS, and also make poster presentations available at the International Society 
for Quality in Healthcare (ISQua). Seminars will be provided for healthcare professionals 
involved in management or policy decision making processes, along-with guidelines for 
training, if required, for hospitals who do not meet the accreditation standards and seek to 
improve quality of care. 
I will study post-doctoral courses to increase my knowledge and add to this information that 
has been found. 
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6.4 Limitations 
 
As with all studies, there are certain limitations that will affect the results of the study and must 
be taken into consideration. These limitations are: 
• 9 indicators of the 49 were not completed by the hospitals and therefore had to be 
excluded from the study. This left only 40 indicators that were able to be examined. 
• Currently there are changes occurring in Saudi Arabia, both in a political sense and an 
economic one, therefore the changes that are occurring are inevitable and require some 
direction in regards of healthcare in KSA. The study was limited to MoH hospitals only, 
therefore it is difficult to obtain an impression of the exact standard of quality across 
the entirety of the healthcare system in Saudi Arabia. 
• Only the perspective of managers was gathered, there was no input from the patients as 
to how they view the quality of healthcare that they receive, therefore data from patients 
may provide a perspective that differs from the results of this study. 
• The information was sourced from the observations and analysis of others. If I had 
stayed in the hospitals and observed first hand I may have had a different viewpoint. 
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Appendix 2: Hawker`s Assessment Tool 
 
Author and title: 
Date:  
 4 
Good  
3 
Fair 
2 
Poor 
1 
Very 
poor 
Comments 
1. Abstract and title  
 
     
 2. Introduction and aims      
3. Method and data      
4. Sampling      
5. Data analysis      
6. Ethics and bias      
7. Findings/results      
8.Transferability/generalizability      
9. Implications and usefulness      
Total score   
 
1. Abstract and title: Did they provide a clear description of the study?  
Good Structured abstract with full information and clear title.  
Fair Abstract with most of the information.  
Poor Inadequate abstract.  
Very poor No abstract.  
2. Introduction and aims: Was there a good background and clear statement of the aims 
of the research?  
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Good Full but concise background to discussion/study containing up-to-date literature review 
and highlighting gaps in knowledge.  
Clear statement of aim AND objectives including research questions.  
Fair Some background and literature review.  
Research questions outlined.  
Poor Some background but no aim/objectives/questions, OR  
Aims/objectives but inadequate background.  
Very poor No mention of aims/objectives.  
No background or literature review.  
3. Method and data: Is the method appropriate and clearly explained?  
Good Method is appropriate and described clearly (e.g., questionnaires included).  
Clear details of the data collection and recording.  
Fair Method appropriate, description could be better.  
Data described.  
Poor Questionable whether method is appropriate.  
Method described inadequately.  
Little description of data.  
Very poor No mention of method, AND/OR  
Method inappropriate, AND/OR  
No details of data.  
4. Sampling: Was the sampling strategy appropriate to address the aims?  
Good Details (age/gender/race/context) of who was studied and how they were recruited. Why 
this group was targeted. The sample size was justified for the study.  
Response rates shown and explained.  
Fair Sample size justified.  
Appendices 251 
Most information given, but some missing.  
Poor Sampling mentioned but few descriptive details.  
Very poor No details of sample.  
5. Data analysis: Was the description of the data analysis sufficiently rigorous?  
Good Clear description of how analysis was done.  
Qualitative studies: Description of how themes derived/ respondent validation or triangulation.  
Quantitative studies: Reasons for tests selected hypothesis driven/ numbers add up/statistical 
significance discussed.  
Fair Qualitative: Descriptive discussion of analysis.  
Quantitative.  
Poor Minimal details about analysis.  
Very poor No discussion of analysis.  
6. Ethics and bias: Have ethical issues been addressed, and what has necessary ethical 
approval gained? Has the relationship between researchers and participants been 
adequately considered?  
Good Ethics Where necessary issues of confidentiality, sensitivity, and consent were 
addressed.  
Bias: Researcher was reflexive and/or aware of own bias.  
Fair Lip service was paid to above (i.e., these issues were acknowledged).  
Poor Brief mention of issues.  
Very poor No mention of issues.  
7. Results: Is there a clear statement of the findings?  
Good Findings explicit, easy to understand, and in logical progression.  
Tables, if present, are explained in text.  
Results relate directly to aims.  
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Sufficient data are presented to support findings.  
Fair Findings mentioned but more explanation could be given.  
Data presented relate directly to results.  
Poor Findings presented haphazardly, not explained, and do not progress logically from 
results.  
Very poor Findings not mentioned or do not relate to aims.  
8. Transferability or generalizability: Are the findings of this study transferable  
(generalisable) to a wider population?  
Good Context and setting of the study is described sufficiently to allow comparison with other 
contexts and settings, PLUS high score in  
Question 4 (sampling).  
Fair Some context and setting described, but more needed to replicate or compare the study 
with others, PLUS fair score or higher in  
Question 4.  
Poor Minimal description of context/setting.  
Very poor No description of context/setting.  
9. Implications and usefulness: How important are these findings to policy and practice?  
Good Contributes something new and/or different in terms of understanding/insight or 
perspective.  
Suggests ideas for further research.  
Suggests implications for policy and/or practice.  
Fair Two of the above (state what is missing in comments).  
Poor Only one of the above.  
Very poor None of the above 
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Examples of appraisal of articles using Hawker’s Assessment Tool 
Author and title: Al Tehewy, M., Salem, B., Habil, I., & El Okda, S. (2009). 
Evaluation of accreditation program in non-governmental organisations’ 
health units in Egypt: Short-term outcomes. International Journal for Quality 
in Healthcare, 21(3), 183–189. 
Date:  
 4 
Good  
3 
Fair 
2 
Poor 
1 
Very 
poor 
Comments 
1. Abstract and title  
 
4     
 2. Introduction and aims 4     
3. Method and data 4     
4. Sampling 4     
5. Data analysis 4     
6. Ethics and bias   2   
7. Findings/results 4     
8.Transferability/generalizability 4     
9. Implications and usefulness   2   
Total score 32  
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Author and title: Juul, A. B., Gluud, C., Wetterslev, J., Callesen, T., Jensen, 
G., &Kofoed-Enevoldsen, A. (2005).The effects of a randomised multi-centre 
trial and international accreditation on availability and quality of clinical 
guidelines. International Journal of Healthcare Quality Assurance 
Incorporating Leadership in Health Services, 18(4–5), 321–328. 
Date:  
 4 
Good  
3 
Fair 
2 
Poor 
1 
Very 
poor 
Comments 
1. Abstract and title  
 
 3    
 2. Introduction and aims 4     
3. Method and data  3    
4. Sampling  3    
5. Data analysis 4     
6. Ethics and bias    1 Not reported 
7. Findings/results 4     
8.Transferability/generalizability 4     
9. Implications and usefulness   2   
Total score 28  
 
 
 
 
 
 
Appendices 255 
 
Author and title: Peabody, J.W., Quimbo, S.A., Shimkhada, R., Woo, K., & 
Solon, O. (2008). Should we have confidence if a physician is accredited? A Study 
of the Relative Impacts of Accreditation and Insurance Payments on Quality of 
Care in the Philippines. Social Science & Medicine, 67(4), 505-510. doi:  
10.1016/j.socscimed.2008.04.013 
Date:  
 4 
Good  
3 
Fair 
2 
Poor 
1 
Very 
poor 
Comments 
1. Abstract and title  
 
 3    
 2. Introduction and aims 4     
3. Method and data 4     
4. Sampling 4     
5. Data analysis 4     
6. Ethics and bias    1 Not reported 
7. Findings/results 4     
8.Transferability/generalizability 4     
9. Implications and usefulness 4     
Total score 32  
 
 
 
 
 
Appendices 256 
Author and title: Miller, M. R., Pronovost, P., Donithan, M., Zeger, S., Zhan, C., 
Morlock, L., & Meyer, G. S. (2005). Relationship between performance measurement 
and accreditation: Implications for quality of care and patient safety. American 
Journal of Medical Quality, 20(5), 239-252 
Date:  
 4 
Good  
3 
Fair 
2 
Poor 
1 
Very 
poor 
Comments 
1. Abstract and title  
 
4     
 2. Introduction and aims 4     
3. Method and data 4     
4. Sampling  3    
5. Data analysis 4     
6. Ethics and bias    1 Not reported 
7. Findings/results 4     
8.Transferability/generalizability 4     
9. Implications and usefulness  3    
Total score 31  
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Appendix 3 List of Indicators  
Dimension N Indicator 
 
H
ea
lth
 O
rg
an
is
at
io
n 
Pr
of
es
si
on
al
 p
er
fo
rm
an
ce
 in
di
ca
to
rs
 
1. 	 Rate of patients who spent 24 hrs or more in the ER/month  
2. 	 Average patients waiting time in the ER from registration 
till ICU admission/month  
3. 	 Average patients waiting time in the ER from registration 
till ward admission (except to ICU)/month  
4. 	 Average patients waiting time in ER from registration till 
transferred to other hospital month  
5. 	 Percentage of admitted cases for 30 days or more in hospital 
words /month 
6. 	 Average patients waiting time for scheduling routine 
surgical operations/month  
7. 	 Average patients waiting time for scheduling routine 
endoscopies/month  
8. 	 Operation cancellation rate (routine operations)/month. 
9. 	 Endoscopies cancellation rate (routine endoscopies)/month 
10. 	 Adult ICU occupancy rate month  
11. 	 Average length of stay in the adult ICU/month  
12. 	 Percentage of admitted cases for 30 days or more in adult 
ICU/month.  
13. 	 NICU occupancy rate/month  
14. 	 Average length of stay in the NICU/month  
15. 	 Percentage of admitted cases /for 30 days or more in NICU 
month. 
16. 	 Percentage of specialties that booking urgent appointment 
takes more than 2 weeks for new cases/month. 
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17. 	 Percentage of specialties that booking routine appointment 
takes more than 4 weeks for new cases/month.  
18. 	 Percentage of specialties that booking admission for routine 
surgical procedures takes more than 4 weeks for new 
.cases/month 
19. 	 Percentage of patients not (attending OPD specialty)/ 
month. 
20. 	 Average turnaround time for CBC from time received till 
time delivered in the lab for inpatient.  
21. 	 Average turnaround time for Chemistry from time received 
till time delivered in the lab for inpatient. 
22. 	 Average turnaround time for blood culture from time 
received till time delivered from the lab. For inpatient 
/month.  
23. 	 Average turnaround time for histopathology from time 
received till time delivered from the lab/month. 
24. 	 Average U/S booking time for OPD patients/month. 
25. 	 Average CT scan booking time for OPD patients/month.  
26. 	 Average MRI booking time for OPD patients/month.  
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27. 	 Hospital Mortality Rate (inpatient)/month. 
28. 	 Operative Mortality Rate /month. 
29. 	 Unscheduled return to O.R within 48hrs/month. 
30. 	 Number of patient falls /month. 
31. 	 Number of medication errors/month.  
32. 	 Ventilator Acquired Pneumonia (VAP) rate/month. 
33. 	 Surgical Site Infection (SSI) rate/month. 
34. 	 Number of patients developed bed sores during 
hospitalisation including ICU (new cases)/month  
35. 	 Number of code blue /month. 
36. 	 Caesarean Section Rate /month. 
37. 	 Central Line Infection Rate CR-BSI)/month.  
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38. 	 Number of needle stick injury/month.  
39. 	 C.P.R Failure Rate/month. 
40. 	 Number of intra-operative cardiac arrest/month.  
41. 	 Number of post-operative cardiac arrest within 48hrs 
/month. 
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42. 	 Average Length Of Stay (ALOS) in the hospital /month  
43. 	 Number of admissions /month. 
44. 	 Number of discharges/month. 
45. 	 Number of ER visits/month. 
46. 	 Number of surgeries/month. 
47. 	 Number of endoscopies /month. 
48. 	 Occupancy Rate/month. 
49. 	 Number of outpatient visits/month.  
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Appendix 4 - Interview Guide  
1. In general, can you explain what do you mean by quality in your hospital? 
2. In your opinion how does quality Programme improve quality of care in your hospital? 
Examples. 
3. From your observations do you think quality Programmes improve the clinical 
performance of healthcare workers and how? 
4. In your opinion, how does a quality Programme affect patients and staff satisfaction in 
your hospital? 
5. In your opinion how does quality Programme affect communication between 
professionals in your hospital? 
6. When an error occurs what procedures are followed to manage this in your hospital? 
7. In your experience how does your hospital help you learn from your mistakes? 
8. Can you tell me what level of importance your hospital management put on quality and 
can you give an example to support your answer? 
9. When a patient is transferred between department or out of the hospital can you tell me 
how the handover process? 
10. What is the reporting system in your hospital	and	how	the	quality	improved	the	use	of	
this	system?  
11. From your observations do you think healthcare workers are concerned about personal 
consequences when they report an error in your hospital? Please explain the reasons for 
your answer? 
12. From your experience, what is the safety and how does quality Programme affect the 
safety in your hospital? 
13. In your opinion how does quality Programme affect teamwork between your hospital 
departments? 
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14. Can you tell me anything else about quality Programme in your hospital which we did 
not cover during this interview? Can you give me an example please? 
 
 
N Dimension Question 
1.  Over all understanding of 
quality 
In your opinion, how do you define the quality 
of healthcare? 
2.  Application of precautions  In your opinion, how can you prevent spread of 
infection in your hospital? 
3.  Staffing From your observation, what do staffing levels 
have on quality of care?  
4.  Accreditation  In your opinion, how dos the accreditation 
system effect on quality of care.  
5.  Safety Can you tell me, what level of importance put in 
safety and can you give an example of to support 
your answer? 
6.  Teamwork  How does teamwork within your hospital affect 
quality of care? 
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Appendix 5 - Participant Invitation Letter 
Research project: Measurement of Healthcare Quality: A Comparative Study between 
Accredited and Non-Accredited Hospitals in Saudi Arabia 
A Mixed-methods Study 
 
My name is Abdallah Alasmari. I have been given the permission by the Ministry of Health to 
conduct this study at your hospital as one of the hospitals selected for this purpose. I am a 
postgraduate student of PhD in the School of Nursing, Midwifery, Social Work & Social 
Sciences University of Salford, United Kingdom. 
I would like to invite you to participate and support me in my research on the subject mentioned 
above.  
My supervisor of this research Study is: Dr. Karen Staniland. from the University of 
Salford.:Email k.staniland@salford.ac.uk   
The Co supervisor is Professor Nick Hardiker   from the University of Salford. 
Email.:N.R.Hardiker@salford.ac.uk 
If you have any questions regarding the participation in this study please contact me at the 
following address: 
(KSA)—[afarhan61@hotmail.com] Mobile: 0596198849 
(UK)--Abdallah Alasmari, 20 Carnival Place Manchester.M14 7TN, phone number 
[+447405378019],  email [A.Alasmari@edu.salford.ac.uk ]. 
Regards 
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The aim of this study is to examine any potential differences in the quality of care between 
accredited and non-accredited hospitals provided by the Ministry of Health hospitals in Saudi 
Arabia in order to make recommendations for the improvement of healthcare quality in Saudi 
Arabia.  
Time requirements: The interview requires about 1-2 hours to be completed. 
Interview:  
This interview will be recorded (you are not required to mention your name) and participation 
is voluntary. Moreover you can withdraw at any time without any conditions.  
It is not expected that this research would raise any issue or that could cause personal problems 
or any other forms of disturbances. However, if you feel upset or disturbed by any of the 
questions or by the research process, you are advised to withdraw from the study.  
Questionnaires answered will be stored in a safe place and no one will have access to them 
except the researcher and his supervisor. They will remain for (3) years following the 
submission of his thesis research, and will be destroyed after that. 
Research process: 
This study is expected to be completed by December, 2018, The results will be used for the 
final dissertation and disseminated in the form of conference presentation and journal articles 
without identifying the respondents. This Research has been approved by the Research Ethical 
Committee of the University of Salford in Manchester, United Kingdom . 
Please submit the completed questionnaire and drop it in the box located in the main entrance 
of the conference hall. 
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Finally, I thank you for your cooperation and will contact you soon. 
Best regards 
Researcher /Abdallah Alasmari 
Mobile/+447405378019 
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Appendix 6 -Research Participant Consent Form 
Title of Project: Measurement of Healthcare Quality: A Comparative Study between 
Accredited and Non-Accredited Hospitals in Saudi Arabia. A Mixed-methods Study 
RGEC Ref No:  
Name of Researcher:  Abdallah Alasmari 
    (Delete as appropriate) 
Ø I	confirm	that	I	have	read	and	understood	the	information	sheet	for	
the	above	study	(version	x-	date)	and	what	my	contribution	will	be.	
 
Yes 
 
No 
 
Ø I	have	been	given	the	opportunity	to	ask	questions	(face	to	face,	via	
telephone	and	e-mail)	
 
Yes 
 
No 
 
Ø I	agree	to	digital	images	being	taken	during	the	research	exercises		
 
 
Yes 
 
No 
 
NA 
 
Ø I	understand	that	my	participation	is	voluntary	and	that	I	can	
      withdraw from the research at any time without giving any reason  
 
Yes  
 
No 
 
Ø I	agree	to	take	part	in	the	above	study	   
Appendices 266 
Yes  No 
 
Name of participant …………………………………………………………… 
 
Signature …………………………………………………………………. 
 
Date………………………………………………… ……………………………. 
Name of researcher taking consent ………………Abdallah Alasmari 
Email: Aafarhan61@hotmail.com  
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Appendix 7 -Translation authentication 
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Appendix 8 -University Ethical Approval 
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Appendix 9 - MOH Ethical approval 
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Appendix 10 - Protecting Human Research Participants 
certificate 
 
 
 
 
Certificate of Completion 
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Appendix 11- Descriptive Statistics of Professional Performance 
Indicators of Healthcare Organisation 
 
Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Rate of patients who 
spent 24 hrs or more 
in the ER\ Monthly 
Small .06 .261 32 .10 .236 17 .07 .251 49 
Medium .01 .027 7 .93 3.650 23 .71 3.203 30 
Large 2.65 4.581 3 2.13 3.220 6 2.30 3.435 9 
Total .24 1.238 42 .78 2.848 46 .52 2.234 88 
Average patients 
waiting time in the 
ER from registration 
till ICU admission\ 
Monthly 
Small 203.92 431.052 32 389.11 676.751 17 268.17 529.714 49 
Medium 228.27 304.183 7 558.11 1200.181 23 481.15 1063.965 30 
Large 265.99 112.264 3 1082.14 2069.287 6 810.09 1686.978 9 
Total 212.41 393.640 42 564.01 1179.065 46 396.20 907.351 88 
Average patients 
waiting time in the 
ER from registration 
till ward admission 
(except to ICU)\ 
Monthly 
Small 117.44 118.074 32 155.23 126.236 17 130.55 121.021 49 
Medium 140.33 85.435 7 258.86 324.935 23 231.21 290.185 30 
Large 334.60 297.144 3 344.27 537.748 6 341.04 450.367 9 
Total 136.76 138.108 42 231.70 306.089 46 186.39 244.385 88 
Small 168.59 266.075 32 347.03 446.999 17 230.50 345.963 49 
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Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Average patients 
waiting time in the 
ER from registration 
till transferred to 
other hospital\ 
Monthly 
Medium 189.96 148.315 7 510.99 885.413 23 436.08 786.351 30 
Large 298.24 192.869 3 615.24 920.394 6 509.57 750.916 9 
Total 181.41 244.340 42 463.99 746.848 46 329.12 580.340 88 
Percentage of 
admitted cases for 30 
days or more in 
hospital words\ 
Month 
Small 7.63 9.190 32 7.05 3.516 17 7.43 7.665 49 
Medium 13.22 13.335 7 8.26 7.477 23 9.42 9.152 30 
Large 8.20 3.121 3 10.53 5.464 6 9.75 4.738 9 
Total 8.60 9.734 42 8.11 6.021 46 8.34 7.967 88 
Average patients 
waiting time for 
scheduling routine 
surgical operations\ 
Month 
Small 11.44 16.994 32 14.14 17.950 17 12.38 17.193 49 
Medium 15.83 11.560 7 27.52 33.679 23 24.79 30.223 30 
Large 13.79 2.641 3 12.25 9.073 6 12.76 7.334 9 
Total 12.34 15.528 42 20.58 26.977 46 16.65 22.521 88 
Operation 
cancellation rate 
(routine operations)\ 
Monthly 
Small 8.40 9.487 32 8.00 9.605 17 8.26 9.430 49 
Medium 6.84 9.458 7 13.06 9.539 23 11.61 9.731 30 
Large 7.40 4.345 3 17.65 16.050 6 14.23 13.855 9 
Total 8.07 9.080 42 11.79 10.805 46 10.02 10.136 88 
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Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Adult ICU 
occupancy rate\ 
Monthly 
Small 63.48 21.646 32 69.17 20.287 17 65.46 21.149 49 
Medium 78.65 21.858 7 74.60 23.571 23 75.55 22.877 30 
Large 75.47 19.014 3 93.30 5.442 6 87.35 13.725 9 
Total 66.87 21.907 42 75.03 21.881 46 71.14 22.150 88 
Average length of 
stay in the adult ICU\ 
Monthly 
Small 5.10 3.245 32 7.69 5.460 17 6.00 4.277 49 
Medium 8.60 5.488 7 7.97 3.971 23 8.11 4.274 30 
Large 6.32 2.052 3 14.88 18.005 6 12.03 14.899 9 
Total 5.77 3.784 42 8.77 7.751 46 7.34 6.332 88 
Percentage of 
admitted cases for 30 
days or more in adult 
ICU\ Monthly 
Small 14.38 12.573 32 17.74 19.309 17 15.54 15.132 49 
Medium 19.03 20.737 7 15.69 14.066 23 16.47 15.528 30 
Large 16.54 16.039 3 21.38 15.885 6 19.77 15.096 9 
Total 15.31 14.076 42 17.19 16.153 46 16.29 15.140 88 
Percentage of 
specialties that 
booking urgent 
appointment takes 
more than 2 weeks 
for new cases\ 
Monthly 
Small 1.75 5.047 32 1.25 2.697 17 1.57 4.351 49 
Medium 12.90 16.782 7 14.08 21.530 23 13.80 20.253 30 
Large 7.38 6.476 3 19.64 22.330 6 15.55 18.966 9 
Total 4.01 8.991 42 10.06 18.287 46 7.17 14.843 88 
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Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Percentage of 
specialties that 
booking routine 
appointment takes 
more than 4 weeks 
for new cases\ 
Monthly 
Small 6.84 9.776 32 7.09 11.157 17 6.92 10.160 49 
Medium 24.88 13.605 7 27.13 22.311 23 26.61 20.418 30 
Large 29.82 21.054 3 35.48 30.552 6 33.59 26.499 9 
Total 11.49 13.894 42 20.81 22.617 46 16.36 19.430 88 
Percentage of 
specialties that 
booking admission 
for routine surgical 
procedures takes 
more than 4 weeks 
for new cases\ 
Monthly 
Small 11.80 19.069 32 7.86 11.512 17 10.43 16.811 49 
Medium 18.87 16.613 7 19.32 24.895 23 19.22 22.963 30 
Large 30.71 25.381 3 19.39 17.124 6 23.16 19.400 9 
Total 14.33 19.363 42 15.09 20.349 46 14.73 19.774 88 
Percentage of 
patients not 
attending OPD 
(specialty)\ Monthly 
Small 31.01 15.081 32 41.55 16.162 17 34.67 16.113 49 
Medium 29.23 13.145 7 33.90 16.483 23 32.81 15.681 30 
Large 23.79 10.791 3 35.71 9.424 6 31.74 10.961 9 
Total 30.20 14.374 42 36.96 15.765 46 33.73 15.410 88 
Small 55.33 49.934 32 59.64 51.362 17 56.83 49.940 49 
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Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Average turnaround 
time for CBC from 
time received till 
time delivered in the 
lab. for inpatient\ 
Monthly 
Medium 77.19 50.037 7 61.20 47.232 23 64.93 47.515 30 
Large 34.96 15.440 3 71.32 56.808 6 59.20 49.062 9 
Total 57.52 48.686 42 61.94 49.002 46 59.83 48.621 88 
Average turnaround 
time for Chemistry 
from time received 
till time delivered in 
the lab. for inpatient\ 
Monthly 
Small 74.10 47.724 32 80.29 44.525 17 76.25 46.267 49 
Medium 120.36 35.914 7 89.44 43.233 23 96.65 43.147 30 
Large 60.52 26.095 3 91.72 61.225 6 81.32 52.501 9 
Total 80.84 47.711 42 86.35 45.362 46 83.72 46.312 88 
Average turnaround 
time for blood 
culture from time 
received till time 
delivered in the lab. 
for inpatients\ 
Monthly 
Small 4.86 2.558 32 4.96 1.108 17 4.89 2.153 49 
Medium 5.64 2.918 7 5.05 1.697 23 5.18 2.002 30 
Large 6.84 4.534 3 3.35 1.129 6 4.51 2.996 9 
Total 5.13 2.741 42 4.79 1.519 46 4.95 2.182 88 
Small 10.12 14.004 32 5.11 3.957 17 8.38 11.733 49 
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Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Average U/S booking 
time for OPD 
patients\ Monthly 
Medium 7.37 5.188 7 15.60 12.436 23 13.68 11.638 30 
Large 25.27 16.679 3 16.98 10.943 6 19.74 12.712 9 
Total 10.75 13.545 42 11.90 11.061 46 11.35 12.251 88 
Average CT scan 
booking time for 
OPD patients\ 
Monthly 
Small 5.16 7.196 32 4.13 2.718 17 4.80 6.013 49 
Medium 6.20 2.824 7 9.96 6.950 23 9.08 6.395 30 
Large 9.20 3.665 3 17.80 18.101 6 14.93 15.054 9 
Total 5.62 6.491 42 8.83 9.075 46 7.30 8.065 88 
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Appendix 12- Descriptive Statistics of Health Organisation KPIs 
Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Hospital Mortality 
Rate (Inpatient)\ 
Monthly 
Small 1.71 1.433 32 1.64 .947 17 1.69 1.276 49 
Medium 2.66 2.226 7 2.94 1.673 23 2.87 1.779 30 
Large 1.66 1.012 3 3.13 1.938 6 2.64 1.774 9 
Total 1.87 1.568 42 2.48 1.593 46 2.19 1.602 88 
Operative 
Mortality Rate\ 
Monthly 
Small .07 .149 32 .06 .112 17 .07 .136 49 
Medium .08 .066 7 .13 .187 23 .12 .167 30 
Large .03 .031 3 .04 .061 6 .04 .050 9 
Total .07 .133 42 .09 .153 46 .08 .143 88 
Unscheduled return 
to OR within 48 
Hrs\ Monthly 
Small .14 .333 32 .15 .179 17 .15 .287 49 
Medium .54 .976 7 .34 .370 23 .38 .555 30 
Large .53 .843 3 1.28 2.439 6 1.03 2.010 9 
Total .24 .535 42 .39 .932 46 .32 .768 88 
Number of patient 
falls in year 
Small 3.47 4.174 32 4.24 4.265 17 3.73 4.177 49 
Medium 10.86 7.493 7 14.74 16.204 23 13.83 14.615 30 
Large 18.00 13.748 3 22.00 17.944 6 20.67 15.890 9 
Total 5.74 7.078 42 11.80 14.509 46 8.91 11.907 88 
Small 228.65 551.205 32 437.58 1028.530 17 301.14 747.625 49 
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Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Number of 
medication errors\ 
Monthly 
Medium 1406.13 1523.476 7 1831.59 5594.354 23 1732.31 4925.048 30 
Large 275.97 200.728 3 163.71 186.974 6 201.13 187.279 9 
Total 428.28 876.013 42 1098.86 4029.501 46 778.81 2978.844 88 
Ventilator 
Acquired 
Pneumonia Rate 
(VAP)\ Monthly 
Small 11.75 36.026 32 2.11 2.693 17 8.40 29.362 49 
Medium 7.78 7.380 7 5.86 5.316 23 6.31 5.779 30 
Large 4.34 .405 3 4.36 1.961 6 4.35 1.563 9 
Total 10.56 31.537 42 4.28 4.457 46 7.27 22.112 88 
Surgical Site 
Infection (SSI) 
Rate\ Monthly 
Small .48 .628 32 .58 .484 17 .52 .579 49 
Medium .17 .193 7 .60 .537 23 .50 .511 30 
Large .23 .275 3 .77 .523 6 .59 .511 9 
Total .41 .569 42 .61 .508 46 .52 .545 88 
Number of patients 
developed bed sores 
during 
hospitalisation 
including ICU (new 
cases)\ Monthly 
Small .97 2.193 32 .49 .573 17 .81 1.808 49 
Medium 2.10 2.087 7 2.86 4.145 23 2.68 3.747 30 
Large 6.06 7.626 3 5.24 4.702 6 5.51 5.341 9 
Total 1.52 2.984 42 2.30 3.678 46 1.93 3.368 88 
Number of code 
blue\ Monthly 
Small 12.65 11.911 32 11.03 11.323 17 12.08 11.618 49 
Medium 25.81 17.561 7 31.18 24.372 23 29.93 22.798 30 
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Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Large 20.43 10.600 3 59.55 83.245 6 46.51 68.860 9 
Total 15.40 13.570 42 27.43 36.774 46 21.69 28.685 88 
Central Line 
Infection Rate (CR-
BSI)\ Monthly 
Small 6.96 9.351 32 7.99 13.856 17 7.32 10.987 49 
Medium 7.04 13.187 7 7.28 15.394 23 7.23 14.689 30 
Large 4.88 2.645 3 4.15 5.221 6 4.40 4.349 9 
Total 6.83 9.603 42 7.14 13.734 46 6.99 11.876 88 
Number of needle 
stick injury\ 
Monthly 
Small 1.00 1.321 32 .90 .737 17 .97 1.145 49 
Medium 1.65 1.089 7 2.06 1.459 23 1.97 1.375 30 
Large 2.85 2.719 3 1.90 1.415 6 2.22 1.823 9 
Total 1.24 1.455 42 1.61 1.328 46 1.44 1.394 88 
C.P.R Failure Rate\ 
Monthly 
Small 65.72 18.467 32 64.85 12.414 17 65.42 16.486 49 
Medium 61.46 18.442 7 63.03 10.985 23 62.67 12.742 30 
Large 65.44 8.792 3 51.89 15.191 6 56.40 14.475 9 
Total 64.99 17.719 42 62.25 12.515 46 63.56 15.194 88 
Number of intra-
operative cardiac 
arrest\ Monthly 
Small .09 .244 32 .06 .140 17 .08 .212 49 
Medium .06 .083 7 .25 .331 23 .20 .301 30 
Large .33 .289 3 .28 .276 6 .30 .263 9 
Total .10 .233 42 .18 .279 46 .15 .259 88 
Appendices 280 
Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Number of post-
operative cardiac 
arrest within 48hrs\ 
Monthly 
Small .05 .153 32 .07 .144 17 .05 .149 49 
Medium .12 .168 7 .31 .633 23 .26 .563 30 
Large .06 .096 3 .46 .593 6 .32 .513 9 
Total .06 .152 42 .24 .511 46 .15 .393 88 
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Appendix 13- Descriptive Statistics of Organisation Productivity 
Indicators 
 
Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Average Length 
Of Stay (ALOS) 
in the hospital\ 
Monthly 
Small 4.75 4.292 32 3.70 .848 17 4.38 3.520 49 
Medium 4.75 1.868 7 5.19 2.160 23 5.09 2.073 30 
Large 4.89 1.892 3 5.50 1.651 6 5.30 1.641 9 
Total 4.76 3.823 42 4.68 1.851 46 4.72 2.943 88 
Number of 
admissions\ 
Monthly 
Small 791.12 447.296 32 608.29 349.063 17 727.69 421.379 49 
Medium 1099.31 504.969 7 1077.83 646.836 23 1082.84 608.479 30 
Large 1996.03 1091.884 3 1230.68 551.292 6 1485.80 796.521 9 
Total 928.55 591.479 42 924.24 586.457 46 926.30 585.466 88 
Number of 
discharges\ 
Monthly 
Small 721.55 366.181 32 605.22 349.643 17 681.19 361.219 49 
Medium 1081.30 516.400 7 1088.74 670.196 23 1087.01 629.227 30 
Large 1965.13 1105.665 3 1227.44 559.964 6 1473.34 798.527 9 
Total 870.33 559.125 42 928.14 602.013 46 900.55 579.335 88 
Number of ER 
visits\ Monthly 
Small 9544.04 4673.758 32 8321.16 3096.339 17 9119.78 4201.100 49 
Medium 14823.19 3085.222 7 14397.47 5792.306 23 14496.80 5239.775 30 
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Indicators 
Hospital 
Size 
Accreditation 
Non-accredited Accredited Total 
M SD N M SD N M SD N 
Large 14073.46 4419.561 3 15261.56 4746.482 6 14865.52 4395.077 9 
Total 10747.43 4861.877 42 12264.59 5631.346 46 11540.49 5303.142 88 
Number of 
surgeries\ 
Monthly 
Small 146.62 149.627 32 132.70 88.153 17 141.79 130.745 49 
Medium 275.73 104.964 7 330.79 164.015 23 317.94 152.474 30 
Large 632.08 373.502 3 405.31 227.955 6 480.90 283.214 9 
Total 202.81 205.428 42 267.30 182.024 46 236.52 195.127 88 
Occupancy 
Rate\ Monthly 
Small 79.11 113.578 32 69.36 70.057 17 75.73 99.946 49 
Medium 58.50 14.342 7 63.64 17.208 23 62.44 16.495 30 
Large 70.73 12.289 3 78.41 8.203 6 75.85 9.725 9 
Total 75.08 99.258 42 67.68 43.841 46 71.21 75.173 88 
Total outpatient 
visits\ Monthly 
Small 4424.99 2970.238 32 3835.58 1170.916 17 4220.50 2497.020 49 
Medium 7038.81 4423.494 7 9221.28 4762.158 23 8712.04 4704.677 30 
Large 9268.78 3855.831 3 11283.43 9267.493 6 10611.88 7642.681 9 
Total 5206.61 3537.887 42 7499.89 5441.801 46 6405.37 4747.944 88 
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Appendix 14- Mann-Whitney Tests and Mean Rank Statistics – 
Categorical Variable: Accreditation 
Indicators 
Test Statisticsa Mean Rank 
Mann-Whitney U 
Asymp. Sig. 
(2-tailed) Non-accredited Accredited 
Professional Performance Indicators of Healthcare Organisation   
Rate of patients who spent 24 hrs or more in the ER\Monthly 764.000 .065 39.69 48.89 
Average patients waiting time in the ER from registration till ICU admission\Monthly 856.000 .358 41.88 46.89 
Average patients waiting time in the ER from registration till ward admission (except to 
ICU)\Monthly 
745.000 .065 39.24 49.30 
Average patients waiting time in the ER from registration till transferred to other 
hospital\Monthly 
846.000 .316 41.64 47.11 
Percentage of admitted cases for 30 days or more in hospital words\Month 843.500 .306 41.58 47.16 
Average patients waiting time for scheduling routine surgical operations\Month 789.000 .139 40.29 48.35 
Operation cancellation rate (routine operations)\Monthly 654.000 .009 37.07 51.28 
Adult ICU occupancy rate\Monthly 736.000 .055 39.02 49.50 
Average length of stay in the adult ICU\Monthly 653.500 .009 37.06 51.29 
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Indicators 
Test Statisticsa Mean Rank 
Mann-Whitney U 
Asymp. Sig. 
(2-tailed) Non-accredited Accredited 
Percentage of admitted cases for 30 days or more in adult ICU\Monthly 896.000 .559 42.83 46.02 
Percentage of specialties that booking urgent appointment takes more than 2 weeks for new 
cases\Monthly 
706.000 .017 38.31 50.15 
Percentage of specialties that booking routine appointment takes more than 4 weeks for new 
cases\Monthly 
689.500 .020 37.92 50.51 
Percentage of specialties that booking admission for routine surgical procedures takes more 
than 4 weeks for new cases\Monthly 
934.500 .787 43.75 45.18 
Percentage of patients not attending OPD (specialty)\Monthly 743.500 .063 39.20 49.34 
Average turnaround time for CBC from time received till time delivered in the lab. for 
inpatient\Monthly 
858.000 .367 41.93 46.85 
Average turnaround time for Chemistry from time received till time delivered in the lab. for 
inpatient\Monthly 
877.000 .457 42.38 46.43 
Average turnaround time for blood culture from time received till time delivered in the lab. 
for inpatients\Monthly 
947.000 .874 44.95 44.09 
Average U/S booking time for OPD patients\Monthly 839.000 .289 41.48 47.26 
Average CT scan booking time for OPD patients\Monthly 691.000 .022 37.95 50.48 
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Indicators 
Test Statisticsa Mean Rank 
Mann-Whitney U 
Asymp. Sig. 
(2-tailed) Non-accredited Accredited 
       
Health Organisation KPIs   
Hospital Mortality Rate (Inpatient)\Monthly 696.000 .024 38.07 50.37 
Operative Mortality Rate\Monthly 844.500 .278 41.61 47.14 
Unscheduled return to OR within 48 Hrs \Monthly 675.000 .013 37.57 50.83 
Number of patient falls in year 647.500 .008 36.92 51.42 
Number of medication errors\Monthly 736.000 .055 39.02 49.50 
Ventilator Acquired Pneumonia Rate (VAP) \Monthly 850.500 .332 47.25 41.99 
Surgical Site Infection (SSI) Rate\Monthly 639.000 .006 36.71 51.61 
Number of patients developed bed sores during hospitalisation including ICU (new 
cases)\Monthly 
786.500 .132 40.23 48.40 
Number of code blue\Monthly 797.500 .159 40.49 48.16 
Central Line Infection Rate (CR-BSI)\Monthly 934.500 .789 43.75 45.18 
Number of needle stick injury\Monthly 741.000 .060 39.14 49.39 
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Indicators 
Test Statisticsa Mean Rank 
Mann-Whitney U 
Asymp. Sig. 
(2-tailed) Non-accredited Accredited 
C.P.R Failure Rate\Monthly 783.000 .126 48.86 40.52 
Number of intra-operative cardiac arrest\Monthly 758.000 .060 39.55 49.02 
Number of post-operative cardiac arrest within 48hrs\Monthly 693.000 .009 38.00 50.43 
       
Organisation Productivity Indicators   
Average Length Of Stay (ALOS) in the hospital\Monthly 802.500 .172 40.61 48.05 
Number of admissions\Monthly 961.000 .967 44.38 44.61 
Number of discharges\Monthly 907.000 .622 43.10 45.78 
Number of ER visits\Monthly 824.000 .236 41.12 47.59 
Number of surgeries\Monthly 722.000 .042 38.69 49.80 
Occupancy Rate\Monthly 927.000 .745 43.57 45.35 
Total outpatient visits\Monthly 674.500 .015 37.56 50.84 
a. Grouping Variable: Accreditation   
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Appendix 15 - Kruskal-Wallis Tests - Categorical Variable: 
Interaction Term (Accreditation * Size)  
Test Statisticsa,b 
Indicators 
Chi-
Square df 
Asymp. 
Sig. 
Health Organisation Professional Performance Indicators    
Rate of patients who spent 24 hrs or more in the ER\Monthly 12.638 5 .027 
Average patients waiting time in the ER from registration till ICU 
admission\Monthly 
4.849 5 .435 
Average patients waiting time in the ER from registration till ward 
admission (except to ICU)\Monthly 
9.459 5 .092 
Average patients waiting time in the ER from registration till 
transferred to other hospital\Monthly 
4.428 5 .490 
Percentage of admitted cases for 30 days or more in hospital 
words\Month. 
6.304 5 .278 
Average patients waiting time for scheduling routine surgical 
operations\Month. 
11.268 5 .046 
Operation cancellation rate (routine operations)\Monthly 13.435 5 .020 
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Adult ICU occupancy rate\Monthly 12.959 5 .024 
Average length of stay in the adult ICU\Monthly 13.425 5 .020 
Percentage of admitted cases for 30 days or more in adult ICU\Monthly 1.216 5 .943 
Percentage of specialties that booking urgent appointment takes more 
than 2 weeks for new cases\Monthly 
18.539 5 .002 
Percentage of specialties that booking routine appointment takes more 
than 4 weeks for new cases\Monthly 
33.624 5 .000 
Percentage of specialties that booking admission for routine surgical 
procedures takes more than 4 weeks for new cases\Monthly 
8.508 5 .130 
Percentage of patients not attending OPD (specialty)\Monthly 6.470 5 .263 
Average turnaround time for CBC from time received till time 
delivered in the lab. for inpatient\Monthly 
4.463 5 .485 
Average turnaround time for Chemistry from time received till time 
delivered in the lab. for inpatient\Monthly 
8.854 5 .115 
Average turnaround time for blood culture from time received till time 
delivered in the lab. for inpatients\Monthly 
5.455 5 .363 
Average U/S booking time for OPD patients\Monthly 14.817 5 .011 
Average CT scan booking time for OPD patients\Monthly 22.985 5 .000 
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Health Organisation KPIs 
Hospital Mortality Rate (Inpatient)\Monthly 14.783 5 .011 
Operative Mortality Rate\Monthly 10.199 5 .070 
Unscheduled return to OR within 48 Hrs \Monthly 15.170 5 .010 
Number of patient falls in year 30.182 5 .000 
Number of medication errors\Monthly 11.168 5 .048 
Ventilator Acquired Pneumonia Rate (VAP) \Monthly 9.073 5 .106 
Surgical Site Infection (SSI) Rate\Monthly 10.651 5 .059 
Number of patients developed bed sores during hospitalisation 
including ICU (new cases)\Monthly 
25.745 5 .000 
Number of code blue\Monthly 16.553 5 .005 
Central Line Infection Rate (CR-BSI)\Monthly 1.262 5 .939 
Number of needle stick injury\Monthly 19.310 5 .002 
C.P.R Failure Rate\Monthly 5.898 5 .316 
Number of intra-operative cardiac arrest\Monthly 19.694 5 .001 
Number of post-operative cardiac arrest within 48hrs\Monthly 12.471 5 .029 
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Organisation Productivity Indicators 
Average Length Of Stay (ALOS) in the hospital\Monthly 10.858 5 .054 
Number of admissions\Monthly 21.096 5 .001 
Number of discharges\Monthly 22.115 5 .000 
Number of ER visits\Monthly 27.175 5 .000 
Number of surgeries\Monthly 35.345 5 .000 
Occupancy Rate\Monthly 11.814 5 .037 
Total outpatient visits\Monthly 33.080 5 .000 
a. Kruskal Wallis Test 
b. Grouping Variable: Interaction Term 
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 ...ﺿﺮوري  اﻟﺘﺴﺠﻞ 
 ﻻ ﻣﺸﻜﻠﮫ..
ﻚ ﺖ ﻓﻲ ذﻟﻚ. ﻣﻌﻠﻮﻣﺎﺗطﺒﻌﺎ ًاﻟﺘﺴﺠﯿﻞ ھﺬا ﺟﺰء أﺳﺎﺳﻲ ﻣﻦ ﻋﻤﻠﯿﺔ اﻟﻤﻘﺎﺑﻠﺔ ﻣﻤﻜﻦ ﺗﻨﮭﯿﮭﺎ ﻓﻲ أي وﻗﺖ ﺑﻌﺪم اﻟﻤﺸﺎرﻛﺔ أو إذا رﻏﺒ 
ﺳﺘﻜﻮن ﺳﺮﯾﺔ وﻻ ﯾﺸﺎر اﻟﯿﻚ أو ﻟﻤﻨﺼﺒﻚ أو ﻣﻜﺎﻧﻚ ﺑﺄي ﺣﺎل ﻣﻦ اﻷﺣﻮال .ان اﺳﺘﺨﺪام اﻟﺒﯿﺎﻧﺎت ﻛﻠﮭﺎ ﻷﻏﺮاض ﺑﺤﺜﯿﺔ دراﺳﯿﺔ، 
وﻗﺪ ﺗﺴﺘﺨﺪم ﻓﻘﻂ ﺑﻌﺪ ﺧﻤﺲ ﺳﻨﻮات ﻋﻦ طﺮﯾﻖ وزارة اﻟﺼﺤﺔ ﺑﺎﺳﺘﺨﻼص اﻟﻨﺘﺎﺋﺞ إﻟﺘﻲ ﺣﺼﻞ ﻋﻠﯿﮭﺎ اﻟﺒﺎﺣﺚ ﺑﻌﻤﻞ ﻣﺸﺎرﯾﻊ 
 ﺗﺤﺴﯿﻨﯿﺔ .
ﺌﻠﺔ ﺳﺘﻜﻮن وھﻲ اﻧﮫ ﻟﯿﺲ ھﻨﺎك ﺳﺆال و ﺟﻮاب وﺳﺘﻜﻮن اﻗﺮب اﻟﻰ دردﺷﺔ ﻋﻦ ﻣﻀﻤﻮن اﻟﻤﻮﺿﻮع و اﻧﺖ طﺒﻌﺎ ًاﻟﺒﺤﺚ واﻷﺳ
 ﺗﻌﻄﻲ رأﯾﻚ ﺑﻜﻞ ﺻﺮاﺣﺔ ﺑﻜﻞ ﺷﻔﺎﻓﯿﺔ ،أﻧﺎ أﺳﺘﺨﻠﺺ ﻣﻨﮭﺎ ﻓﻲ اﻟﺘﺤﻠﯿﻞ ﻛﯿﻒ ان رأﯾﻚ ﻣﺨﺘﻠﻒ ﻋﻦ رأي اﻻﺧﺮﯾﻦ..
 اﺣﻨﺎ ﻛﻨﺎ ﻧﺘﻜﻠﻢ ﻋﻦ ﻣﻮﺿﻮع اﻟﻤﺆﺷﺮات )(...
ﻹﻛﻠﯿﻨﯿﻜﯿﺔ ) وﻛﺎﻧﺖ ﺷﺎﻣﻠﺔ  ﻟﺠﻮاﻧﺐ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ وﻛﺎﻧﺖ ﻛﺎن ھﻨﺎك ﻣﺆﺷﺮات ﺗﺠﻤﻊ ﻋﻦ طﺮﯾﻖ اﻟﻤﺮاﺟﻌﺔ ا
ﺣﯿﺚ  36ﯾﺴﺘﻔﺎد ﻣﻨﮭﺎ ﻛﺒﯿﺮه ﺟﺪا ﻓﻲ ﺗﺤﺴﯿﻦ وﺗﻄﻮﯾﺮ اﻟﺨﺪﻣﺔ اﻟﻤﻮﺟﻮدة ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ اﻟﻤﺆﺷﺮات ﻟﺪﯾﻨﺎ ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ ﻋﺪدھﻢ 
ﺪ ﻤﺆﺷﺮ اﻟﮭﺎم اﻟﺬي ﺗﻘﺪر ﺗﺴﺘﻔﯿﻣﺆﺷﺮ ﺷﺎﻣﻠﺔ ﻟﻜﻞ اﻻﻗﺴﺎم اﻟﻤﻮﺟﻮدة ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ ﯾﻌﻨﻲ اﻟ  36ﺻﺎروا  94اﻧﮭﻢ ﻓﻲ اﻷﺻﻞ ﻛﺎﻧﻮا 
ﻣﻨﮫ ﻣﺴﺘﻘﺒﻼ ﻓﻲ ﺑﻨﺎء أو ﻋﻤﻞ ﻣﺸﺎرﯾﻊ ﺗﺤﺴﯿﻨﯿﺔ ﺗﺠﻤﻊ ﺷﮭﺮﯾﺎ ًوﻧﺤﻠﻠﮭﺎ وﻧﺴﺘﻔﯿﺪ ﻣﻨﮭﺎ ﻓﻲ ﻋﻤﻞ ﻣﺸﺎرﯾﻊ ﺗﺤﺴﯿﻨﯿﺔ، إﺿﺎﻓﺔً إﻟﻰ ان 
اﻟﻤﺪﯾﺮﯾﺔ اﻟﻌﺎﻣﺔ ﻟﻠﺸﺌﻮن اﻟﺼﺤﯿﺔ ﻣﺘﺎﺑﻌﺔ ﺑﺎﺳﺘﻤﺮار ﻟﺠﻤﻊ اﻟﺒﯿﺎﻧﺎت وﻋﻨﺪھﻢ ﻣﺸﺎرﯾﻊ ﺗﺤﺴﯿﻨﯿﺔ ﺗﺒﻨﻮھﺎ ﻋﻠﻰ ﻣﺴﺘﻮى اﻟﻤﻨﻄﻘﺔ ﻛﺎﻧﺖ 
 ﻣﺸﺎرﯾﻊ. اﺣﻨﺎ ﺑﺎﻟﻨﺴﺒﺔ ﻟﻨﺎ أﯾﻀﺎ ﻣﺸﺎرﯾﻊ ﻋﻤﻠﻨﺎھﺎ  ﺑﻨﺎء ﻋﻠﻰ ﻣﻌﻄﯿﺎت اﻟﻤﺆﺷﺮات ﻛﺎﻧﺖ ﻣﻤﺘﺎزة وراﺋﻌﺔ ﺟﺪا. 4او  3ﺒﺎ ﺗﻘﺮﯾ
 ﻣﺎھﻲ اﻟﻤﮭﺎم اﻟﺘﻲ ﺗﻢ ﻋﻤﻠﮭﺎ؟ أو ﻟﻮ ﺗﻌﻄﯿﻨﺎ أﻣﺜﻠﺔ ﻋﻠﻰ اﻟﻤﺸﺎرﯾﻊ اﻟﺘﻲ ﻋﻤﻠﺖ ﺑﻨﺎء ﻋﻠﻰ ﻗﺮار ﺗﻢ اﺗﺨﺎذه ﻣﻦ ﻧﺘﺎﺋﺞ اﻟﻤﺆﺷﺮات؟ 
 ﻧﺘﺎﺋﺞ اﻟﻤﺆﺷﺮات..  ﯾﻮﺟﺪ ﻟﺪﯾﻨﺎ ﻣﺸﺮوﻋﯿﻦ ﺑﻨﯿﻨﺎھﺎ واﺳﺘﻔﺪﻧﺎ ﻣﻦ
دﻗﯿﻘﺔ اﻟﻤﺮﯾﺾ ﻣﻦ دﺧﻮﻟﮫ اﻟﻄﻮارئ  57ﻣﻌﺪل اﻻﻧﺘﻈﺎر ﻓﻲ اﻟﻄﻮارئ.. ﻛﺎن ﻋﻨﺪﻧﺎ ﻣﻌﺪل اﻻﻧﺘﻈﺎر ﻓﻲ اﻟﻄﻮارئ أﻛﺜﺮ ﻣﻦ  -أوﻻ
 ﺣﺘﻰ ﯾﺘﻢ ﺗﻨﻮﯾﻤﮫ داﺧﻞ اﻟﻤﺴﺘﺸﻔﻰ.
 ان ﻧﻌﻤﻞ ﻣﺸﺮوع دﻗﯿﻘﺔ ﻛﻨﺎ ﻧﺮاھﺎ ﻋﺎﻟﯿﺔ ﻣﻘﺎرﻧﺔ ﺑﺄﻋﺪاد اﻟﻤﺮﺿﻰ اﻟﻤﻮﺟﻮدﯾﻦ ﻟﺪﯾﻨﺎ، ﻓﺒﻨﺎء ﻋﻠﯿﮭﺎ اﺗﺨﺬﻧﺎ ﻗﺮار ﻓﻲ 57ھﺬه اﻟـ  
 دﻗﯿﻘﺔ .  54اﻟﺘﺤﺴﯿﻦ ، اﻟﺤﻤﺪ à اﻧﺨﻔﻀﺖ ﻧﺴﺒﺔ أو ﻣﻌﺪل اﻧﺘﻈﺎر اﻟﻤﺮﺿﻰ إﻟﻰ
 392 secidneppA
ﻓﻲ اﻟﻤﯿﺔ. ﻛﺎن  52ھﻮ ﻧﺴﺒﺔ ﻋﻤﻠﯿﺎت اﻟﻮﻻدة اﻟﻘﯿﺼﺮﯾﺔ ) اﻟﻮﻻدة ﺑﻌﻤﻠﯿﮫ ﺟﺮاﺣﯿﺔ( ،طﺒﻌﺎ اﻟﻤﻌﺪل اﻟﻌﺎﻟﻤﻲ واﻟﻤﻌﺘﻤﺪ ھﻮ  -اﻟﺜﺎﻧﻲ 
 ﻓﻲ اﻟﻤﯿﺔ. 55ﻰ او ﺣﺘﻰ اﻟ 05ﺗﻌﺘﺒﺮ اﺷﻜﺎﻟﯿﺔ ﻟﺪﯾﻨﺎ ﺣﯿﺚ اﻧﮭﺎ ﺗﺼﻞ اﺣﯿﺎﻧﺎ اﻟﻰ 
اﺗﺨﺬﻧﺎ ﺑﻌﺾ اﻻﺟﺮاءات اﻟﺘﺼﺤﯿﺤﯿﺔ اﺣﻨﺎ وﺻﻠﻨﺎ ﻓﻲ ﺑﻌﺾ اﻷﺷﮭﺮ إﻟﻲ ﺻﻔﺮ ﻋﺪد اﻟﻌﻤﻠﯿﺎت اﻟﻘﯿﺼﺮﯾﺔ. إﺿﺎﻓﺔً إﻟﻲ ان أي 
ﻋﻤﻠﯿﺔ ﻗﯿﺼﺮﯾﺔ ﯾﺘﺨﺬ اﻟﻘﺮار ﻓﯿﮭﺎ اﻟﻄﺒﯿﺐ ﯾﺠﺐ ان ﯾﻌﻄﻲ ﻣﺒﺮرات اﻟﻌﻤﻠﯿﺔ اﻟﻘﯿﺼﺮﯾﺔ ﻣﻦ اﺟﻞ ﻟﻮ ﺻﺎر ﻓﻲ ارﺗﻔﺎع ﻓﻲ اﻟﻨﺴﺒﺔ 
 ﻟﮭﺎ ﻋﻤﻠﯿﺎت ﻗﯿﺼﺮﯾﺔ ... ﯾﻜﻮن ھﻨﺎك ﻣﺒﺮرات ﻟﻜﻞ ﺣﺎﻟﺔ ﯾﻌﻤﻞ
ﻟﻜﻦ ﻓﻲ ﺑﻌﺾ اﻷﺷﮭﺮ اﻟﺜﺎﻧﯿﺔ ﻓﯿﮭﺎ ارﺗﻔﺎع ﻟﻜﻦ ﻛﺎن ﻟﻼرﺗﻔﺎع ﻣﺒﺮر  51اﻟﻰ  01..اﻟﻰ 0!!ﻧﻌﻢ ﯾﻤﻜﻦ وﺻﻠﻨﺎ ﻓﻲ ﺑﻌﺾ اﻷﺷﮭﺮ اﻟﻰ 
.ﯾﻌﻨﻲ ﻛﻞ ﺣﺎﻟﺔ ﻣﻮﺟﻮدة ﯾﻮﺟﺪ ﻟﮭﺎ ﺗﺒﺮﯾﺮ ﻟﻤﺎذا ﻋﻤﻠﺖ ﻋﻤﻠﯿﺔ ﻗﯿﺼﺮﯾﺔ ﻓﮭﺬه ﻣﻦ ﺿﻤﻦ اﻟﻤﺸﺎرﯾﻊ إﻟﺘﻲ ﺗﺒﻨﯿﻨﺎھﺎ ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ ﺑﻨﺎء 
 ت اﻟﻤﺆﺷﺮات .ﻋﻠﻰ ﻣﻌﻄﯿﺎ
 
( ﺣﯿﺚ ﻛﺎﻧﺖ ﺗﺄﺧﺬ emit dnuoranrut) إﺿﺎﻓﺔ ًإﻟﻰ اﻧﮫ ھﻨﺎك ﻣﺸﺮوع ﺛﺎﻟﺚ اﻟﺬي ھﻮا ﺣﺴﺎب اﻟﻔﺘﺮة اﻟﺰﻣﻨﯿﺔ ﻟﻠﺘﺤﺎﻟﯿﻞ اﻟﻤﺨﺒﺮﯾﺔ
وﻗﺖ طﻮﯾﻞ ﻣﻦ اﻟﻄﻮارئ ﺣﺘﻰ ﺗﺼﻞ ﻟﻠﻄﻮارئ . ﻛﺎﻧﺖ ﺗﺄﺧﺬ أﺣﯿﺎﻧﺎ ﺳﺎﻋﺔ إﻟﻰ ﺳﺎﻋﺔ وﻧﺺ ﻓﺤﺎوﻟﻨﺎ ﻗﺪر اﻟﻤﺴﺘﻄﺎع أﻧﻨﺎ ﻧﺨﻔﺾ 
 ﻟﻨﺘﺎﺋﺞ ﻋﻨﺪﻧﺎ أﻓﻀﻞ. اﻟﻮﻗﺖ ﺑﻘﺪر اﻟﻤﺴﺘﻄﺎع وأﺻﺒﺤﺖ ا
 ﻣﻦ اﻟﻘﺴﻢ اﻟﻤﺴﺆول أو ﻣﻦ اﻷﺷﺨﺎص اﻟﻤﺴﺆوﻟﯿﻦ ﻋﻦ ﻣﺘﺎﺑﻌﺔ اﻟﻤﺆﺷﺮات وﻋﻤﻞ اﻟﻤﺸﺎرﯾﻊ اﻟﺘﺤﺴﯿﻨﯿﺔ؟ 
ﯾﻮﺟﺪ ﻟﺪﯾﻨﺎ ﻗﺴﻢ ﻣﺴﺘﻘﻞ وھﻮ ﻗﺴﻢ اﻟﺠﻮدة ، ﻗﺴﻢ اﻟﺠﻮدة ﯾﺠﻤﻊ اﻟﺒﯿﺎﻧﺎت وﯾﺘﺎﺑﻌﮭﺎ ﻣﻊ اﻷﻗﺴﺎم إذا ﻛﺎن ھﻨﺎك ﺑﻌﺾ اﻟﻤﻌﺪﻻت اﻟﻐﯿﺮ 
ﺛﻢ ان اﻷﻗﺴﺎم اﻟﻤﻌﻨﯿﺔ ﯾﺘﺨﺬون ﻓﯿﮭﺎ ﻗﺮار ﺑﺄﻧﮭﺎ ﺗﺤﺘﺎج اﻟﻰ ﻋﻤﻞ ﻣﺸﺮوع ﺗﺤﺴﯿﻦ. ﺑﺎﻟﻄﺒﻊ إذا طﺒﯿﻌﯿﺔ ﯾﻨﺎﻗﺸﮭﺎ ﻣﻊ اﻷﻗﺴﺎم اﻟﻤﻌﻨﯿﺔ. 
ﻛﺎن ھﻨﺎك اﻧﺤﺮاﻓﺎت ﻋﻠﻰ اﻟﻤﻌﺪﻻت اﻟﻄﺒﯿﻌﯿﺔ واﺿﺤﺔ ﻣﻤﻜﻦ ﻧﻌﻤﻞ ﻋﻠﯿﮭﺎ ﻣﺸﺮوع ﺗﺤﺴﯿﻦ ﺑﻨﺎء ﻋﻠﻰ اﺗﺨﺎذ اﻟﻘﺮار ﻣﻦ اﻟﻤﺮاﺟﻌﺔ 
اﻟﻄﺒﯿﺔ اﻟﻤﻮﺟﻮدة ﻟﺪﯾﮭﻢ وﯾﺘﺨﺬ ﻋﻠﯿﮭﺎ ﻗﺮار ﻓﻲ ﻋﻤﻞ  اﻻﻛﻠﯿﻨﯿﻜﯿﺔ ﻛﻤﺘﺎﺑﻌﺔ ﻟﻠﺒﯿﺎﻧﺎت وﻣﻦ اﻟﻘﺴﻢ اﻟﻤﻌﻨﻲ ﻛﻤﺴﺆول ﻋﻦ اﻻﺟﺮاءات
 ﻣﺸﺎرﯾﻊ ﺗﺤﺴﯿﻨﯿﺔ. 
ﻗﺪ ﯾﻜﻮن ﻓﻲ اﻟﻤﺸﺎرﯾﻊ اﻟﺘﺤﺴﯿﻨﯿﺔ أﺷﯿﺎء ﺟﺪﯾﺪة ﻋﻠﻰ اﻟﻤﻨﺸﺄة ﺑﺎﻟﻨﺴﺒﺔ ﻟﺜﻘﺎﻓﺔ اﻟﺠﻮدة ﻓﻤﺎ ھﻮ دور ﻗﺴﻢ إدارة اﻟﺠﻮدة ؟ ھﻞ ﯾﻘﻮدون 
 او ﯾﺸﺎرﻛﻮن ﻓﻲ ﻋﻤﻞ اﻟﻤﺸﺎرﯾﻊ اﻟﺘﺤﺴﯿﻨﯿﺔ؟ 
ﺮوع ﺗﺤﺴﯿﻦ داﺧﻞ اﻟﻤﺴﺘﺸﻔﻰ وﻻﺑﺪ ان  ﯾﻜﻮن ﻣﺸﺎرك ﻓﻲ اﻟﻤﺸﺎرﯾﻊ اﻟﺘﺤﺴﯿﻨﯿﺔ طﺒﻌﺎ ﻗﺴﻢ اﻟﺠﻮدة ھﻮ رﻛﻦ أﺳﺎﺳﻲ ﻓﻲ أي ﻣﺸ
وﻟﯿﺲ ﺑﺎﻟﻀﺮورة أن ﯾﻜﻮن ھﻮا إﻟﻘﺎﺋﺪ ﻟﻠﻤﺸﺮوع ﻷﻧﮫ أﺣﯿﺎﻧﺎ ﻟﯿﺲ ﺻﺎﺣﺐ ﻋﻼﻗﺔ ﻣﺒﺎﺷﺮة ﺑﺎﻟﻤﻮﺿﻮع ،وﻟﻜﻦ ﯾﻜﻮن ﻣﺸﺎرك ﻛﻤﻮﺟﮫ 
ﺴﮭﯿﻞ ﻛﺜﺮ ﻣﺎ إﻧﻚ ﻗﯿﺎدي. طﺒﻌﺎ ﺗﻓﻲ اﺳﺘﺨﺪام ادوات اﻟﺠﻮدة وطﺮﯾﻘﺔ ﻋﻤﻞ اﻟﻤﺸﺎرﯾﻊ ﻓﯿﻜﻮن دورھﻢ ﻓﻲ ﻣﺸﺎرﯾﻊ اﻟﺘﺤﺴﯿﻦ ﺗﺴﮭﯿﻠﻲ ا
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ﻟﻤﺸﺮوع اﻟﺘﺤﺴﯿﻦ ﻓﻲ اﺳﺘﺨﺪام اﻟﺒﯿﺎﻧﺎت وﺗﺤﻠﯿﻠﮭﺎ واﺳﺘﺨﺪام أدوات اﻟﺠﻮدة ﻓﮭﺬا ھﻮ ﻣﻮﺿﻮع دور اﻟﺠﻮدة ﻓﻲ ﻣﺸﺎرﯾﻊ اﻟﺘﺤﺴﯿﻦ 
 اﻷﻗﺴﺎم اﻟﻤﻌﻨﯿﺔ ﻗﺎﺋﺪ اﻟﻔﺮﯾﻖ ﯾﻜﻮن ﻣﻦ اﻟﻘﺴﻢ اﻟﻤﻌﻨﻲ ﻓﻲ اﻟﻤﺸﺮوع اﻟﺘﺤﺴﯿﻨﻲ .
ﺮات ﻛﺎﻣﻠﺔ وﯾﻌﻤﻞ ﻋﻠﯿﮭﺎ ﻣﻘﺎرﻧﺎت وﯾﺘﻢ ﻣﻨﺎﻗﺸﺘﮭﺎ ﻓﻲ ﻓﺮق ﻋﻤﻞ ﺧﺎﺻﺔ ﺑﮭﺬا اﻟﻘﺴﻢ اﻟﻤﻌﻨﻲ) اﻟﻤﺮاﺟﻌﺔ اﻻﻛﻠﯿﻨﯿﻜﯿﺔ( ﯾﺄﺧﺬ اﻟﻤﺆﺷ 
 اﻟﻤﺸﺮوع وﯾﻌﻤﻠﻮن ﻋﻠﯿﮭﺎ ﻣﺸﺮوع اﻟﺘﺤﺴﯿﻦ ﺑﺎﺳﺘﺨﺪام ادوات اﻟﺠﻮدة اﻟﻤﻌﺘﻤﺪة ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ .
 ﻓﻲ رآﯾﻚ ﻣﺎذا ﺗﻌﻨﻲ اﻟﺠﻮدة ﻓﻲ ﻣﺴﺘﺸﻔﺎﻛﻢ؟ 
 ﻤﺴﺘﺸﻔﻰ ھﻮ ﻗﺎﺑﻞ ﻟﻠﺘﺤﺴﯿﻦ وﻧﻌﻤﻞ ﻋﻠﻰاﻟﺠﻮدة ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ ﻓﻲ رأﯾﻲ ھﻲ اﻟﺘﺤﺴﯿﻦ اﻟﻤﺴﺘﻤﺮ، أي أن أي ﻋﻤﻞ ﻣﻮﺟﻮد ﻓﻲ اﻟ
 اﻟﺘﺤﺴﯿﻦ اﻟﻤﺴﺘﻤﺮ ﻷي إﺟﺮاء او ﻋﻤﻠﯿﺔ ﻣﻮﺟﻮده داﺧﻞ اﻟﻤﺴﺘﺸﻔﻰ ھﺬا ھﻮا ﺑﺎﺧﺘﺼﺎر ﻣﻌﻨﻰ اﻟﺠﻮدة ﺑﺮأﯾﻲ. 
 ﻛﯿﻒ ﺗﺮى ان اﻟﺠﻮدة ﺣﺴﻨﺖ ﻓﻲ اﻟﺨﺪﻣﺎت اﻟﻤﻮﺟﻮدة ﻟﺪﯾﻜﻢ ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ ﻣﻊ ذﻛﺮ اﻣﺜﻠﺔ ﻟﻠﺘﻮﺿﺢ ﻟﻮ ﺳﻤﺤﺖ؟ 
ﺗﺤﺴﯿﻦ اﻟﺨﺪﻣﺔ، وﻗﺒﻞ ﺗﺤﺴﯿﻦ اﻟﺨﺪﻣﺔ ﻧﺸﺮ ﺛﻘﺎﻓﺔ ﺟﺪﯾﺪة اﻟﺘﻲ ھﻲ ﺛﻘﺎﻓﺔ اﻟﺠﻮدة ، ﻓﻜﺎن طﺒﻌﺎ ﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﺠﻮدة ﻛﺎن ﻟﮭﺎ دور ﻛﺒﯿﺮ ﻓﻲ 
ﻟﮭﺎ دور ﻛﺒﯿﺮ )ﻗﺴﻢ اﻟﺠﻮدة( ﻓﻲ ﻧﺸﺮ اﻟﺜﻘﺎﻓﺔ ھﺬه ﺑﯿﻦ اﻟﻌﺎﻣﻠﯿﻦ ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ ﻣﺎھﻲ أھﺪاﻓﮭﺎ ﻣﺎذا ﺗﻌﻨﻲ ﻣﺎذا ﻧﺴﺘﻔﯿﺪ ﻣﻨﮭﺎ. وطﺒﻌﺎ 
اﻟﺬي رﻛﺰﻧﺎ ﻋﻠﯿﮫ ھﻮ اﻻﺟﺮاءات ﺳﻮاء ﻛﺎﻧﺖ اﻻﺟﺮاءات  ﻗﺴﻢ اﻟﺠﻮدة ﻟﮫ دور ﻛﺒﯿﺮ ﻓﻲ ﻧﺸﺮ ھﺬه اﻟﺜﻘﺎﻓﺔ .إﺿﺎﻓﺔ ًإﻟﻰ إن اﻟﺠﺎﻧﺐ
 اﻻدارﯾﺔ أو اﻻﺟﺮاءات اﻟﻄﺒﯿﺔ ﺑﻨﺎًء ﻋﻠﻰ ﻣﺎ ﺗﺘﻄﻠﺐ ﻣﻌﺎﯾﯿﺮ اﻟﺠﻮدة.
ﻛﺎﻧﺖ اﻟﺜﻘﺎﻓﺔ اﻟﺴﺎﺋﺪة اﻟﻤﻮﺟﻮدة ﻗﺒﻞ ﻣﻌﺎﯾﯿﺮ اﻟﺠﻮدة، ان ھﺬا اﻟﻌﻤﻞ ﻛﺎن ﯾﻌﻤﻞ ﺳﺎﺑﻘﺎ ً ﺑﻄﺮﯾﻘﺔ ﻣﺎ وﻧﺤﻦ ذھﺒﻨﺎ ﻋﻠﻰ ﻧﻔﺲ اﻟﻄﺮﯾﻖ 
ﺊ ھﺬا ھﻮ اﻻﺟﺮاء اﻟﺴﺎﺑﻖ و اﺣﻨﺎ ﻣﺴﺘﻤﺮﯾﻦ ﻋﻠﯿﮫ ﺣﺘﻰ ﺟﺎءت اﻟﺠﻮدة وﻏﯿﺮت ﺛﻘﺎﻓﺔ اﻟﻌﻤﻞ. ﺳﻮاء أﻛﺎن اﻹﺟﺮاء ﺻﺤﯿﺢ أو ﺧﺎط
واﺻﺒﺤﻨﺎ ﻧﻌﻤﻞ ﺣﺴﺐ ﻣﻌﯿﺎر ﻣﺤﺪد واذا ﻛﺎن اﻟﻤﻌﯿﺎر ﯾﺘﻄﻠﺐ اﻧﮫ ﯾﺘﻢ ﻋﻤﻞ اﻻﺟﺮاءات ﺑﻄﺮﯾﻘﺔ ﻣﻌﯿﻨﮫ ﻓﺎﻧﮫ ﯾﺘﻢ اﻻﻟﺘﺰام ﺑﺬﻟﻚ . وﻣﻦ 
ﺳﻼﻣﺔ اﻟﻤﺮﺿﻰ. ﻛﺎن اﻟﻤﺮﯾﺾ ﻋﻨﺪﻣﺎ ﯾﺪﺧﻞ اﻟﻤﺴﺘﺸﻔﻰ  ﺿﻤﻦ اﻷﻣﺜﻠﺔ اﻟﺘﻲ ﺣﺴﻨﺘﮭﺎ اﻟﺠﻮدة اﻧﻨﺎ رﻛﺰﻧﺎ ﻓﻲ اﻟﺒﺪاﯾﺔ ﻋﻠﻰ أھﺪاف
ﻣﺜﻼ وﻋﻨﺪه ﻋﻤﻠﯿﮫ ﺟﺮاﺣﯿﺔ ﯾﻘﻮم اﻟﻄﺒﯿﺐ ﺑﺘﻘﺮﯾﺮ ان ھﺬه اﻟﺤﺎﻟﺔ ﺗﺤﺘﺎج إﻟﻰ ﻋﻤﻠﯿﺔ ﺟﺮاﺣﯿﺔ ﯾﻜﺘﺐ ﻓﻲ ﻣﻠﻔﮫ اﻣﺮ ﺑﺎﻟﻌﻤﻠﯿﺔ وﯾﺘﻢ ﺗﻨﻮﯾﻢ 
ﯾﺴﺒﺐ أﺧﻄﺎء  ج، وھﺬا ﻗﺪاﻟﻤﺮﯾﺾ وﻓﻲ اﻟﯿﻮم اﻟﺜﺎﻧﻲ ﯾﻨﻘﻞ ﻟﻠﻌﻤﻠﯿﺎت وﯾﺘﻢ ﻋﻤﻞ اﻟﻌﻤﻠﯿﺔ ﺣﺴﺐ اﻻﺟﺮاءات اﻟﺮوﺗﯿﻨﯿﺔ اﻟﻌﺎدﯾﺔ ﺛﻢ ﯾﺨﺮ
 ﺗﻌﺮﯾﻒ ﻛﺎﻣﻞ-طﺒﯿﮫ. اﻻن ﻣﻦ ﺿﻤﻦ ﻣﺘﻄﻠﺒﺎت اﻟﺠﻮدة وﻣﺘﻄﻠﺒﺎت ﺳﻼﻣﺔ اﻟﻤﺮﺿﻰ ان ھﺬا اﻟﻤﺮﯾﺾ ﯾﻤﺮ ﺑﻤﺮاﺣﻞ ﻛﺜﯿﺮة ،،،اوﻻ 
ﺑﺎﻟﻤﺮﯾﺾ وﺗﺎرﯾﺦ اﻟﻤﺮض ﻛﺎﻣﻞ وﯾﻜﺘﺐ ﻓﻲ ﻣﻠﻔﮫ ﻛﺎﻣﻞ اﻟﺘﺎرﯾﺦ اﻟﻤﺮﺿﻲ ﻓﻲ ﻣﻠﻔﮫ ﻓﻲ ﻧﻤﺎذج ﺧﺎﺻﺔ وﯾﺘﺨﺬ اﻟﻔﺤﻮﺻﺎت ﻛﺎﻣﻠﺔ 
ﯾﺘﻢ ﺗﻌﺮﯾﻒ اﻟﻤﺮﯾﺾ ﺑﻮﺿﻊ ﺑﯿﺎﻧﺎﺗﮫ ﻓﻲ ﻣﻌﺼﻤﮫ ﺣﯿﺚ ﺗﻜﺘﺐ ﺑﯿﺎﻧﺎﺗﮫ ﻛﺎﻣﻠﺔ وﻻ ﺑﺪ ان ﯾﻜﻮن -ﺔ . ﺛﺎﻧﯿﺎﻗﺒﻞ ﻣﺎ ﯾﺘﺨﺬ إﺟﺮاء أي ﻋﻤﻠﯿ
أﻗﻞ ﺷﯿﺊ ﻣﻌﺮﻓﯿﻦ ﻟﻠﻤﺮﯾﺾ اﻟﺬي ھﻮا اﺳﻤﮫ ورﻗﻢ ﻣﻠﻔﮫ. وﺗﻜﻮن ﻣﻮﺟﻮدة طﻮال ﻣﺪة ﺑﻘﺎﺋﮫ داﺧﻞ اﻟﻤﺴﺘﺸﻔﻰ. ﺛﻢ ان ﻋﻠﻰ اﻟﻄﺒﯿﺐ 
ﯾﺘﺄﻛﺪ ﻓﻲ ﻏﺮﻓﺔ اﻟﻌﻤﻠﯿﺎت  ان ھﺬا ھﻮ اﻟﻤﺮﯾﺾ اﻟﺼﺤﯿﺢ  ﻗﺒﻞ ﻣﺎ ﯾﻨﻘﻞ اﻟﻤﺮﯾﺾ ﻟﻠﻌﻤﻠﯿﺎت ﯾﻌﻤﻞ ﻟﮫ اﺷﺎره ﻋﻠﻰ ﻣﻜﺎن اﻟﻌﻤﻠﯿﺔ ﻟﻜﻲ
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واﻧﮫ ﺳﯿﺘﻢ ﻋﻤﻞ اﻻﺟﺮاء ﻓﻲ اﻟﻤﻜﺎن اﻟﺼﺤﯿﺢ وإﺿﺎﻓﺔ ًإﻟﻰ اﺷﺮاك اﻟﻤﺮﯾﺾ ﺣﺘﻰ ﺑﺎﻟﺘﻌﺮﯾﻒ ﺑﻨﻔﺴﮫ ﯾﻌﺮف ﺑﻨﻔﺴﮫ اﻟﻤﺮﯾﺾ ﻟﻠﻄﺎﻗﻢ 
ﻛﻞ ھﺬا ﻣﻦ واﻟﻄﺒﻲ ﻗﺒﻞ ان ﯾﺘﻢ ﺗﺨﺪﯾﺮه. وﻛﻞ ھﺬه اﻻﺟﺮاءات ﺗﻜﻮن ﻣﻮﺛﻘﺔ ﻓﻲ ﻣﻠﻒ اﻟﻤﺮﯾﺾ ﻋﻨﺪﻣﺎ ﯾﺘﻢ اﺳﺘﻘﺒﺎﻟﮫ ﻓﻲ اﻟﻌﻤﻠﯿﺎت 
 ﺿﻤﻦ اﻻﺟﺮاءات اﻟﺠﺪﯾﺪة .
 وﯾﺘﻢ ﺗﻌﺒﺌﺔ ﻧﻤﺎذج ﻟﻜﻲ ﯾﺘﻢ اﻟﺘﺄﻛﺪ ھﻞ ﺗﻢ اﻟﺘﻌﺮﯾﻒ ﺑﺎﻟﻤﺮﯾﺾ ﺑﺎﻟﻄﺮﯾﻘﺔ اﻟﺼﺤﯿﺤﺔ ﻧﻌﻢ 
 ھﻞ ﻣﻠﻒ اﻟﻤﺮﯾﺾ ﻣﻜﺘﻤﻞ ﻧﻌﻢ 
 ﻓﺤﻮﺻﺎت اﻟﻄﺒﯿﺔ ﻣﻜﺘﻤﻠﺔ ﻧﻌﻢ 
 ﻛﺸﻒ طﺒﯿﺐ اﻟﺘﺨﺪﯾﺮ ﻟﻠﻌﻤﻠﯿﺔ ﻧﻌﻢ  
 ﻣﻀﺎدات ﺣﯿﻮﯾﺔ إذا ﻛﺎن ﯾﺤﺘﺎج أي ﻣﻀﺎدات ﺣﯿﻮﯾﺔ أﻋﻄﯿﺖ ﻟﮫ ﻧﻌﻢ 
 إﺷﺎرة ﻟﻤﻜﺎن اﻟﻌﻤﻠﯿﺔ ﻧﻌﻢ وﺟﻮد  
ﻛﻞ ھﺬا طﺒﻌﺎ ﻓﻲ ﻧﻤﻮذج ﻣﻮﺟﻮد ﻓﯿﮭﺎ اﺟﺮاءاﺗﯿﺘﻢ اﻟﺘﺎﻛﺪ ﻣﻨﮭﺎ ﻗﺒﻞ اﺳﺘﻘﺒﺎل اﻟﺤﺎﻟﺔ ﻓﻲ اﻟﻌﻤﻠﯿﺎت ﻓﮭﺬه ﯾﺘﺄﻛﺪون ﻣﻨﮭﺎ ﻗﺒﻞ ﺗﺪﺧﻞ 
اﻟﻌﻤﻠﯿﺎت ،وﻋﻨﺪﻣﺎ ﯾﺪﺧﻞ اﻟﻤﺮﯾﺾ ﻟﻠﻌﻤﻠﯿﺎت وﯾﺼﺒﺢ ﻋﻠﻰ طﺎوﻟﺔ إﺟﺮاء اﻟﻌﻤﻠﯿﺎت ﻓﻲ ﻏﺮﻓﺔ اﻟﻌﻤﻠﯿﺎت ﻗﺒﻞ ان ﯾﺒﺪأ اﻟﻄﺒﯿﺐ 
ﺮط وﻗﺒﻞ ﻣﺎ ﯾﺘﺨﺪر اﻟﻤﺮﯾﺾ ﯾﺘﻢ اﻟﺘﺄﻛﺪ ﻣﻦ ﻧﻮع اﻟﺠﺮاﺣﺔ اﻟﻤﻮﺟﻮدة ﻋﻨﺪه وھﻞ اﻷدوات ﻛﺎﻣﻠﺔ اﻟﺘﻲ ﯾﺤﺘﺎﺟﮭﺎ ﺑﺎﺳﺘﺨﺪام اﻟﻤﺸ
اﻟﻄﺒﯿﺐ ﻓﻲ إﺟﺮاء اﻟﻌﻤﻠﯿﺔ ﻣﻮﺟﻮدة ام ﻻ وﻟﮭﺎ ﻧﻤﺎذج ﺧﺎﺻﺔ. إﺿﺎﻓﺔً إﻟﻰ اﻧﮫ اﻟﻄﺒﯿﺐ ﻋﻨﺪﻣﺎ ﯾﻨﺘﮭﻲ اﻟﻌﻤﻠﯿﺔ وﻗﺒﻞ اﻏﻼق اﻟﻌﻤﻠﯿﺔ  
ﻌﻤﻠﯿﺔ وﯾﺘﺄﻛﺪون ﺑﺎن ﻛﻞ اﻷدوات ﻣﻮﺟﻮدة ﻟﻜﻲ ﻻ ﯾﺘﻢ ﻧﺴﯿﺎن ﺷﻲء داﺧﻞ ﯾﻮﺟﺪ ﻧﻤﻮذج آﺧﺮ ﻟﻌﺪ اﻷدوات اﻟﺘﻲ اﺳﺘﺨﺪﻣﺖ ﻓﻲ اﻟ
 ﺑﻄﻦ اﻟﻤﺮﯾﺾ او ان ھﻨﺎك ﺷﻲء ﻣﻔﻘﻮد ﺧﻼل إﺟﺮاء اﻟﻌﻤﻠﯿﺔ.
وﺑﻌﺪھﺎ ﯾﺨﺮج اﻟﻤﺮﯾﺾ اﻟﻰ ﻏﺮﻓﺔ اﻻﻓﺎﻗﺔ وﻟﮭﺎ ﻧﻤﻮذج ﺧﺎص ﻟﻤﺘﺎﺑﻌﺔ اﻟﻤﺮﯾﺾ ﺣﺘﻰ ﯾﺴﺘﻘﺮ وﺿﻌﮫ وﯾﺼﺒﺢ ﻣﻤﻜﻦ ﻧﻘﻠﮫ ﻟﻠﻘﺴﻢ 
ﺘﻲ أﺿﺎﻓﺘﮭﺎ اﻟﺠﻮدة ﻓﻲ ﺗﻘﺪﯾﻢ اﻟﺨﺪﻣﺔ اﻟﻄﺒﯿﺔ وھﺬا ﻣﺜﺎل ﻣﻦ ﻋﺪة اﻣﺜﻠﺔ ﻛﺜﯿﺮة وھﻨﺎك اﻟﻤﻨﻮم ﻓﯿﮫ. ھﺬه ﺑﺎﺧﺘﺼﺎر ﺑﻌﺾ اﻷﺷﯿﺎء اﻟ
 إﺟﺮاءات ﻛﺜﯿﺮة ﺳﻮاء ﻛﺎﻧﺖ اﺟﺮاءات إدارﯾﺔ أو ﺣﺘﻰ ﻓﻨﯿﺔ.
ﺑﺎﻟﻨﺴﺒﺔ ﻟﻺﺟﺮاءات اﻟﺘﻲ ذﻛﺮﺗﮭﺎ واﻧﮭﺎ ﺗﻤﻨﻊ وﺟﻮد اﻟﺨﻄﺄ اﻟﻄﺒﻲ ﺳﻮاء ﻓﻲ ﺗﻌﺮﯾﻒ اﻟﻤﺮﯾﺾ او ﻋﻤﻞ اﻻﺟﺮاء اﻟﺼﺤﯿﺢ ﻟﮫ.. ﻣﺎذا 
ﮭﺬه اﻻﺟﺮاءات ،ﻛﯿﻒ ﺗﺘﺼﺮف ﻣﺴﺘﺸﻔﺎﻛﻢ ﺑﻨﺎء ﻋﻠﻰ طﺮق اﻟﺠﻮدة اﻟﺘﻲ ﺗﻌﻠﻤﺘﻤﻮھﺎ أو ﺑﻨﺎء ﻋﻠﻰ اﻟﺜﻘﺎﻓﺔ ﻟﻮ ﺣﺼﻞ ھﻨﺎك ﺧﺮق ﻟ
 اﻟﺘﻲ اﻧﺘﺸﺮت ﻋﻨﺪﻛﻢ ﻋﻦ اﻟﺠﻮدة ؟ 
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طﺒﻌﺎ ﻓﻲ إذا ﺣﺼﻞ ھﻨﺎك أي ﺧﻄﺄ ﻓﻲ اﻟﺘﻌﺎﻣﻞ ﻓﻲ ھﺬه اﻻﺟﺮاءات ﻛﺎﻣﻠﺔ ﻣﻊ اﻟﻤﺮﯾﺾ ﻓﺎن اﻻﺟﺮاء ﺳﯿﻜﻮن ﺗﺼﺤﯿﺢ اﻟﺨﻄﺄ وﯾﺒﺪأ 
ﺨﻄﺄ ﻓﻲ إﻧﮫ ﯾﺒﻠﻎ ﻋﻠﻰ اﻟﺨﻄﺄ اﻟﻤﺮﺗﻜﺐ ﺑﻨﻔﺴﮫ أو ﺣﺘﻰ أي ﺷﺨﺺ آﺧﺮ ﻛﺎن ﻣﻮﺟﻮد او ﺷﺎھﺪ ﻣﻦ اﻟﻤﻮظﻒ ﻧﻔﺴﮫ اﻟﺬي ارﺗﻜﺐ اﻟ
 ( وھﻮ اﻹﺑﻼغ ﻋﻦ ﺣﺪوث ﺧﻄﺄ ﻋﺮﺿﻲ.RVOاﻟﺨﻄﺄ وﯾﻘﻮم ﺑﺎﻟﺘﺒﻠﯿﻎ.طﺮﯾﻘﺔ اﻟﺘﺒﻠﯿﻎ ﻋﻨﺪﻧﺎ ﻧﻤﻮذج ﯾﺴﻤﻰ)
 اﻻﺧﻄﺎء ﻓﯿﮭﺎ ﺛﻼث أﻧﻮاع وھﻲ:
 وﻟﻜﻞ واﺣﺪ ﻣﻨﮭﺎ ﺗﻌﺎﻣﻞ ﺧﺎص. 
 ﻜﻦ ﺗﺄﺧﯿﺮه وﻣﻤﻜﻦ ﯾﺘﺨﺬ اﺟﺮاء ﻟﺘﺼﺤﯿﺢ اﻟﺨﻄﺄ إﻟﺬي ﺣﺼﻞ.: ﯾﺠﺐ اﺗﺨﺎذ اﺟﺮاء ﻟﺤﻈﻲ ﻓﻲ ﺣﯿﻨﮫ وﻻ ﯾﻤ
:ﯾﺘﻌﺎﻣﻞ ﻣﻌﮫ ﻣﻤﻜﻦ ﻓﻲ وﻗﺖ ﻻﺣﻖ ﻟﻜﻦ ﯾﺠﺐ ان ﯾﺘﺨﺬ ﻓﯿﮫ إﺟﺮاءات ﺗﺼﺤﯿﺤﯿﺔ وﻓﺮﯾﻖ اﻟﻌﻤﻞ ﯾﺠﺘﻤﻊ وﯾﻨﺎﻗﺶ اﻟﻤﻮﺿﻮع و 
 ﻣﻨﺎﻗﺸﺔ اﻟﺨﻄﺄ اﻟﺬي ﺣﺼﻞ وﯾﺘﺨﺬون ﻓﯿﮫ إﺟﺮاءات ﺗﺼﺤﯿﺤﯿﺔ وﻓﻲ ﺗﻮﺻﯿﺎت وﻣﺎ اﻟﻲ ذﻟﻚ.
اءات اﻟﺘﺼﺤﯿﺤﯿﺔ إﻟﺘﻲ ﻣﻤﻜﻦ إﻧﮭﺎ ﺗﻌﻤﻞ ﺗﺒﺪأ ﻣﻦ اﻟﺸﺨﺺ ﻧﻔﺴﮫ اﻟﻤﺮﺗﻜﺐ اﻟﺨﻄﺄ او أي وﻧﻔﺲ اﻟﺠﺮاءﻣﻊ ﻓﮭﺬه ﺑﺎﻟﻨﺴﺒﺔ ﻟﻺﺟﺮ
 ﺷﺨﺺ اﺧﺮ ﺷﺎھﺪ اﻟﺨﻄﺄ ھﺬا ﻓﻲ ﺗﺼﺤﯿﺢ اﻟﺨﻄﺄ او اﻟﺨﻠﻞ اﻟﺬﯾﻲ ﺣﺼﻞ. 
 ھﻞ ﻣﻤﻜﻦ ﺗﺸﺮح ﻟﻨﺎ ﺑﻄﺮﯾﻘﺔ ﻣﻔﺼﻠﺔ ﻋﻦ ﻛﯿﻔﯿﺔ اﻟﺘﻌﺎﻣﻞ ﻣﻊ اﻟﺨﻄﺄ وﻛﯿﻔﯿﺔ ﺣﻠﮫ و ﻛﯿﻔﯿﺔ ﻋﻼﺟﮫ وﻟﻮ ﻓﻲ أﻣﺜﻠﺔ ﻣﻤﻜﻦ ﺗﻌﻄﯿﻨﺎ ؟   
( ﯾﻜﻮن اﻟﺸﺨﺺ اﻟﺬي ارﺗﻜﺐ اﻟﺨﻄﺄ أو أي ﺷﺨﺺ RVOﻄﺎء طﺮﯾﻘﺔ اﻹﺑﻼغ ﻋﻨﮭﺎ ﻓﻲ ﻧﻤﻮذج ﺧﺎص ﺑﺎﻟﺘﺒﻠﯿﻎ )ﺑﺎﻟﻨﺴﺒﺔ ﻟﻸﺧ
ﺳﺎﻋﺔ ﻟﻘﺴﻢ اﻟﺠﻮدة وﻋﻨﺪﻣﺎ ﯾﺼﻞ ﻟﻘﺴﻢ اﻟﺠﻮدة 42أﺧﺮ ﺷﺎھﺪ أو ﺳﻤﻊ ﻋﻦ اﻟﺨﻄﺄ ﺑﺎﻹﺑﻼغ ﯾﻜﺘﺐ اﻟﻨﻤﻮذج ھﺬا وﯾﺴﻠﻢ ﻟﻠﺠﻮدة ﺧﻼل 
 ﺣﺴﺐ اﻟﺘﺼﻨﯿﻒ اﻟﻤﻮﺟﻮد ﻋﻨﺪھﻢ ﺣﺴﺒﻤﺎ ﺷﺮﺣﻨﺎ ﺳﺎﺑﻘﺎ. 
ﻣﻦ اﻷﺧﻄﺎء اﻟﺘﻲ ﺣﺴﺐ ﺗﻌﺮﯾﻔﺎﺗﮭﺎ اﻧﮫ ﺧﻄﺄ ﻏﯿﺮ ﻣﻘﺼﻮد أدى إﻟﻲ وﻓﺎة أو ﻓﻘﺪ ﻋﻀﻮ او ﻓﻘﺪ وظﯿﻔﺔ ﻋﻀﻮ وھﺬا ﺧﻄﺎ :طﺒﻌﺎ ھﺬا 
ﺳﺎﻋﺔ ﻓﻲ ﻓﺮﯾﻖ ﺧﺎص ﯾﺠﺘﻤﻊ وﯾﺠﺘﻤﻊ ﻣﻊ اﻷﻋﻀﺎء او اﻷﺷﺨﺎص إﻟﺬﯾﻦ ﻛﺎن ﻟﮭﻢ ﻋﻼﻗﺔ  42أﺛﺮه ﻛﺒﯿﺮ ﻓﯿﺘﻢ اﻟﺘﻌﺎﻣﻞ ﻣﻌﮫ ﻓﻲ ﺣﯿﻨﮫ 
ﺑﺎﻟﺨﻄﺄ وﻣﻨﺎﻗﺸﺔ اﻟﺨﻄﺄ ﻣﻦ ﺟﻤﯿﻊ ﺟﻮاﻧﺒﮫ وﯾﻌﻤﻞ ﻓﯿﮭﺎ ﺗﺤﻠﯿﻞ اﻟﻔﺠﻮه وﯾﺘﺨﺬون ﻓﯿﮭﺎ إﺟﺮاءات ﺗﺼﺤﯿﺤﯿﺔ ﺗﺒﺪأ ﻣﻦ ﻧﻔﺲ اﻟﯿﻮم اﻟﺬي 
 ﺳﺎﻋﺔ ﻣﻦ ارﺗﻜﺎب اﻟﺨﻄﺄ . 42اﻛﺘﺸﻒ ﻓﯿﮫ اﻟﺨﻄﺄ ﺧﻼل ال 
اﻟﻰ  84ﺧﻄﺄ ﻏﯿﺮ ﻣﻘﺼﻮد ﻟﻢ ﯾﺆدي إﻟﻰ ﻓﻘﺪ ﺣﯿﺎة أو ﻓﻘﺪ ﻋﻀﻮ أو ﻓﻘﺪ وظﯿﻔﺔ ﻓﮭﺬا ﯾﺘﻌﺎﻣﻞ ﻣﻌﮫ ﺧﻼل :ھﻮا  rorre esrevdA
ﺳﺎﻋﺔ ﻣﻤﻜﻦ اﻧﮫ ﯾﺘﺨﺬ ﻓﯿﮫ إﺟﺮاءات ﺗﺼﺤﯿﺤﯿﺔ ﻣﻦ ﻗﺴﻢ اﻟﺠﻮدة ﻣﻊ اﻟﻘﺴﻢ اﻟﻤﻌﻨﻲ ﻓﻲ اﻟﺨﻄﺄ ھﺬا وﯾﺘﺨﺬ ﻓﯿﮫ ﺑﻌﺾ إﺟﺮاء اﻟﺘﺼﺤﯿﺤﯿﺔ 
 ﻟﺘﻼﻓﻲ ﺗﻜﺮار ﻣﺜﻞ ھﺬا اﻟﺨﻄﺄ. 
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ھﻮا ﺧﻄﺄ ﻓﺎدح وﻻ ھﻮا ﺧﻄﺄ ارﺗﻜﺐ وأدى إﻟﻰ ﻣﺸﻜﻠﮫ وﻟﻜﻦ إﻧﮫ ﻣﻤﻜﻦ ﻓﻲ اﻟﻤﺴﺘﻘﺒﻞ ﯾﺆدي إﻟﻰ : ھﻮا ﺑﯿﻦ اﻟﺒﯿﻦ ﻻ ssim raeN
ﺳﺎﻋﺔ ﯾﺠﺘﻤﻌﻮن ﻣﻊ اﻟﻘﺴﻢ اﻟﻤﻌﻨﻲ  42ﺧﻄﺄ إﻟﻰ ﻛﺒﯿﺮ او ﺟﺴﯿﻢ وﺗﺘﺨﺬ ﻓﯿﮫ اﻻﺟﺮاءات اﻟﺘﺼﺤﯿﺤﯿﺔ ﻣﻦ ﺣﯿﻦ وﺻﻮل اﻟﺘﻘﺮﯾﺮ ﺧﻼل 
ﻋﻤﻮﻣﺎ  ﻤﻌﻨﻲ ﻓﮭﺬه اﻟﺘﺼﻨﯿﻔﺎت اﻟﺜﻼﺛﺔ ﻟﻸﺧﻄﺎءوﯾﺘﺨﺬ ﻓﯿﮫ إﺟﺮاءات وﺗﻮﺻﯿﺎت ﺗﺼﺤﯿﺤﯿﺔ ﻣﻦ ﻗﺒﻞ ﻓﺮﯾﻖ اﻟﺠﻮدة وﻓﺮﯾﻖ اﻟﻘﺴﻢ اﻟ
 اﻟﺘﻲ ﺗﺤﺼﻞ ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ و طﺮﯾﻘﺔ اﻹﺑﻼغ ﻋﻨﮭﺎ. 
ﻣﻦ ﻣﺸﺎھﺪاﺗﻚ وﻣﻼﺣﻈﺎﺗﻚ ﻟﻤﺎ دﺧﻠﺖ اﻟﺠﻮدة ﻣﺜﻼ اﻟﺜﻘﺎﻓﺔ ﻟﺪى اﻟﺠﻤﯿﻊ ھﻞ ﺗﺮى ان اﻟﺠﻮدة ﺣﺴﻨﺖ ﻣﻦ اﻷداء اﻻﻛﻠﯿﻨﯿﻜﻲ ﻓﻲ 
 اﻟﻤﺴﺘﺸﻔﻰ وإذا ﻛﺎن ﺷﻮاھﺪ ﻋﻠﻰ ذﻟﻚ ﻣﻤﻜﻦ ﺗﻌﺮﺿﮭﺎ ؟
ﺤﺴﯿﻦ اﻟﺠﻮدة ودورھﺎ ﻓﻲ ﺗﺤﺴﯿﻦ اﻟﺨﺪﻣﺔ أو اﻟﺨﺪﻣﺔ اﻹﻛﻠﯿﻨﯿﻜﯿﺔ ﻟﮭﺎ دور ﻛﺒﯿﺮ ﺟﺪا ﺟﺪا ﺟﺪا وﻛﺎﻧﺖ وﺳﺎھﻤﺖ ﻓﻲ ﻓﻌﻼ ﺑﺎﻟﻨﺴﺒﺔ ﻟﺘ
ﺗﺤﺴﯿﻦ اﻟﺨﺪﻣﺔ وﻓﻲ ﺗﺤﺴﯿﻦ ﻣﺨﺮﺟﺎت اﻟﺨﺪﻣﺔ اﻟﻤﻮﺟﻮدة ﻣﻦ ﺿﻤﻦ اﻻﻣﺜﻠﺔ إﻟﻰ ﻣﻤﻜﻦ ان ﻧﻄﺮﺣﮭﺎ وھﻮ ﻣﺎ ﻗﻠﻨﺎ ﺳﺎﺑﻘﺎ ان اﻟﻌﻤﻠﯿﺎت 
ﻰ ﺑﻌﺾ اﻟﻤﺸﺎرﯾﻊ اﻟﺘﻲ ﺗﺒﻨﯿﻨﺎھﺎ اﻟﺘﻲ ھﻲ ﻓﻲ اﻟﻄﻮارئ ﺳﻮاًء ﻣﻦ اﻟﺠﺮاﺣﯿﺔ واﻟﺠﺮاﺣﺎت إﻟﻰ ﻣﻤﻜﻦ اﻧﮭﺎ ﺗﻌﻤﻞ. إﺿﺎﻓﺔً إﻟ
اﻟﻔﺤﻮﺻﺎت اﻟﻮﻗﺖ اﻟﺬي ﻣﻤﻜﻦ ﺗﺴﺘﻐﺮﻗﮫ اﻟﻔﺤﻮﺻﺎت ﻓﻲ اﻟﻤﺨﺘﺒﺮ او ﺣﺘﻰ ﺑﻘﺎء اﻟﻤﺮﯾﺾ ﻓﻲ ﻗﺴﻢ اﻟﻄﻮارئ ﺣﺘﻰ ﺣﯿﻦ دﺧﻮﻟﮫ إﻟﻰ 
ت اﻟﺘﻲ ھﻲ ﺣﺎﻻداﺧﻞ اﻟﻤﺴﺘﺸﻔﻰ، اﯾﻀﺎ اﻟﻠﺠﺎن اﻟﻄﺒﯿﺔ :اﻟﻠﺠﺎن اﻟﻄﺒﯿﺔ اﯾﻀﺎ ﻟﮭﺎ دور ﻛﺒﯿﺮ ﻓﻲ ﻣﻨﺎﻗﺸﺔ اﻟﺤﺎﻻت اﻟﻤﻮﺟﻮدة 
اﻟﻤﺮاﺿﺔ أو اﻟﻮﻓﯿﺎت ﺗﻨﺎﻗﺶ ﻓﻲ ﻟﺠﺎن ﺧﺎﺻﺔ ﻓﯿﮭﺎ. ﻣﺨﺮﺟﺎت ﺣﺎﻻت ﺗﻮﻗﻒ اﻟﻘﻠﺐ وﻧﺠﺎح ﻣﻌﺪل ﻧﺠﺎح إﺟﺮاء اﻹﻧﻌﺎش اﻟﻘﻠﺒﻲ ﻣﻦ 
ﻓﺸﻠﮫ وأﺳﺒﺎب اﻟﻔﺸﻞ ھﺬه ﻛﻠﮭﺎ اﻟﺠﻮدة ﻟﮭﺎ دور ﻛﺒﯿﺮ ﻓﻲ ﺗﺤﺴﯿﻦ اﻟﺨﺪﻣﺔ ﻓﻲ ﻣﻨﺎﻗﺸﺔ ﻛﻞ ھﺬه اﻟﺤﺎﻻت ھﺬه أﻣﺜﻠﺔ ﺑﺴﯿﻄﺔ. ﻣﺜﻼ ﻟﺠﻨﺔ 
ﻟﺠﻨﺔ ﺗﻨﺎﻗﺶ ﻛﻞ اﻟﺤﺎﻻت إﻟﺘﻲ ﺣﺼﻞ ﻋﻨﺪھﺎ ﻣﻀﺎﻋﻔﺎت ﻧﺎﺗﺠﺔ ﻋﻦ اﻟﺨﺪﻣﺔ اﻟﻤﻮﺟﻮدة ،وﻟﻤﺎذا ﺣﺼﻠﺖ اﻟﻤﺮاﺿﺔ: اﺻﺒﺢ ھﻨﺎك 
اﻟﻤﻀﺎﻋﻔﺎت ھﺬه وﻣﺎ ھﻲ اﺳﺒﺎﺑﮭﺎ وﻣﺎ ھﻲ اﻟﺤﻠﻮل اﻟﺘﻲ ﻣﻤﻜﻦ إﻧﮭﺎ ﺗﻌﻤﻞ ﻓﻲ ﺗﺤﺴﯿﻦ اﻟﺨﺪﻣﺔ وﺗﻼﻓﻲ ﺗﻜﺮار ﻣﺜﻞ ھﺬه اﻷﺧﻄﺎء 
اﻟﻨﺎﺗﺠﺔ ﻋﻦ اﻻﺳﺘﺨﺪام ﺟﮭﺎز اﻟﺘﻨﻔﺲ اﻟﺼﻨﺎﻋﻲ وﻣﻌﺪﻟﮭﺎ  .إﺿﺎﻓﺔ ًإﻟﻰ ان ﻓﻲ اﻟﺪﻟﯿﻞ اﻟﻤﻮﺟﻮدة ﻓﻲ ﻣﻜﺎﻓﺤﺔ اﻟﻌﺪوى اﻟﺘﻲ ھﻲ اﻟﻌﺪوى
داﺧﻞ اﻟﻤﺴﺘﺸﻔﻰ اﻟﻌﺪوى اﻟﻤﻜﺘﺴﺒﺔ داﺧﻞ اﻟﻤﺴﺘﺸﻔﻰ واﯾﻀﺎ اﻻﻟﺘﮭﺎﺑﺎت اﻟﻨﺎﺗﺠﺔ ﻋﻦ اﺳﺘﺨﺪام اﻟﻘﺴﺎطﺮ اﻟﻄﺒﯿﺔ ﺳﻮاء ﻛﺎﻧﺖ اﻟﻘﺴﺎطﺮ 
 اﻟﺒﻮﻟﯿﺔ أو اﻟﻘﺴﺎطﺮ اﻟﻤﺮﻛﺰﯾﺔ ﻟﻠﻘﻠﺐ . 
ﻧﺮﯾﺪ ان ﯾﻜﻮن ھﻨﺎك ﺗﺄﺛﯿﺮ ﺳﻮاًء ﻋﻠﻰ ﺷﺨﺼﻚ أو ﻋﻠﻰ اﻟﻌﻤﻞ  اﻧﺎ اﻧﺒﮫ اﻧﮫ ﻓﻲ أي وﻗﺖ ﻟﻚ اﻟﺤﻖ أﻧﻚ ﺗﻘﻄﻊ اﻟﻤﺤﺎدﺛﺔ وﻧﺤﻦ ﻻ
 ﻹﺟﺮاء ھﺬه اﻟﻤﻘﺎﺑﻠﺔ. 
 ﻣﺎ ﻓﻲ أي اﺷﻜﺎﻟﯿﺔ .. ﺷﻜﺮا ..
ھﺬا ﺑﺎﻟﻨﺴﺒﺔ ﻟﻤﺘﺎﺑﻌﺔ ﺟﻤﯿﻊ ﺣﺎﻻت اﻟﻌﺪوى اﻟﻤﻜﺘﺴﺒﺔ داﺧﻞ اﻟﻤﺴﺘﺸﻔﻰ اﻟﻨﺎﺗﺠﺔ ﻋﻦ ﺗﻘﺪﯾﻢ اﻟﺨﺪﻣﺔ ﻣﻦ ﺿﻤﻦ اﻷﺷﯿﺎء اﻟﺘﻲ ﺳﺎھﻤﺖ  
ي ﺳﺒﺐ او ﺧﻠﻞ ﻓﻲ ﺗﻘﺪﯾﻢ اﻟﺨﺪﻣﺔ ﻣﻤﻜﻦ ﯾﺆدي إﻟﻰ ﺿﺮر ﻋﻠﻰ اﻟﻤﺮﯾﺾ ھﺎذي اﻟﺠﻮدة ﻓﻲ رﻓﻊ اﻟﺤﺲ ﻟﺪى اﻟﻌﺎﻣﻠﯿﻦ ﻓﻲ ﺗﺠﻨﺐ أ
 ﻣﻦ ﺿﻤﻦ اﻻﺟﺮاءات اﻟﺘﻲ ﺣﺴﻨﺘﮭﺎ اﻟﺠﻮدة وﻛﺎﻧﺖ ﻣﻦ ﺣﺴﻨﺎت اﻟﺠﻮدة وھﺬا ﻏﯿٌﺾ ﻣﻦ ﻓﯿﺾ. 
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ﻟﻌﻠﻨﺎ ﻧﻨﺘﻘﻞ وﻧﺘﻜﻠﻢ ﻋﻦ اﻟﺮﺿﺎء وﻋﻦ ﻣﺠﻤﻞ اﻟﻤﺮﺿﻰ واﻟﻤﻮظﻔﯿﻦ ﻓﻲ ﺳﺆال واﺣﺪ واﻧﺖ ﺗﻔﺼﻞ ﻟﻨﺎ ﺑﻄﺮﯾﻘﺘﻚ ﻛﯿﻒ أﺛﺮت اﻟﺠﻮدة 
 ﻟﻤﻮظﻔﯿﻦ واﻟﻤﺮﺿﻰ؟ﻋﻠﻰ رﺿﺎء ا
طﺒﻌﺎ ﻗﺒﻞ ﻣﻌﺎﯾﯿﺮ اﻟﺠﻮدة ﻣﺎ ﻛﺎن ﻓﻲ ﻣﺼﻄﻠﺢ اﺳﻤﮫ رﺿﺎء. ﯾﻌﻨﻲ اﻧﮫ ﻧﻜﻮن ﺻﺮﯾﺤﯿﻦ وواﻗﻌﯿﻦ ﻣﺎ ﻛﺎن ﻓﮫ ﺷﻲء اﺳﻤﮫ اﻧﻚ ﺗﺒﺤﺚ 
ﻋﻦ اﻧﻄﺒﺎع اﻟﻤﺮﯾﺾ وﻋﻦ اﻟﺨﺪﻣﺔ اﻟﻤﻘﺪﻣﺔ ﻟﮫ ﻧﮭﺎﺋﻲ ﻣﻤﻜﻦ إﻧﻚ ﺗﺸﻮف ھﻞ اﻟﻤﺮﯾﺾ ھﺬا ﻛﺸﺨﺺ ھﻮا ﻣﺮﺗﺎح ﻋﻦ اﻟﺨﺪﻣﺔ اﻟﺘﻲ 
ﮫ ﺷﻜﻮى أو ﻣﺎ ﻓﯿﮫ ﺷﻜﻮى ﻓﮭﺬا ھﻮ ﻛﺎن اﻟﻤﻌﯿﺎر اﻟﻮﺣﯿﺪ ﻓﻲ إﻧﻚ ﺗﻌﺮف إن ھﺬا ﻣﺒﺴﻮط ﻣﻦ ﻗﺪﻣﺖ ﻟﮫ او ﻻء ﻋﻦ طﺮﯾﻖ اﻧﮫ ﻓﯿ
اﻟﺨﺪﻣﺔ أو ﻻء ﻓﻜﺎن ھﺬا ھﻮ اﻟﻤﻘﯿﺎس اﻟﻮﺣﯿﺪ. إﺿﺎﻓﺔ إﻟﻰ اﻟﻤﻮظﻔﯿﻦ ﻣﺎ ﻛﺎن ﻓﯿﮫ اي اھﺘﻤﺎم ﺑﺎﻟﻤﻮظﻒ ھﻞ ھﻮ ﻣﺮﺗﺎح ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ 
ھﺬا اﻟﻤﺒﺪأ ﻣﻮﺟﻮد ﻗﺒﻞ اﻟﺠﻮدة ،وﻋﻨﺪﻣﺎ ﺑﺪأﻧﺎ ﻓﻲ  ھﻞ ﻣﺮﺗﺎح ﻓﻲ ﺑﯿﺌﺔ اﻟﻌﻤﻞ ھﻞ ھﻮ ﻣﺮﺗﺎح ﻓﻲ اﻟﻘﺴﻢ اﻟﺬي ﯾﻌﻤﻞ ﻓﯿﮫ؟ ﻟﻢ ﯾﻜﻦ
ﺗﻄﺒﯿﻖ اﻟﺠﻮدة ﻛﺎﻧﺖ ھﺬه اﻟﻤﻌﯿﺎرﯾﻦ أو ھﺬه اﻻﻣﺮﯾﻦ ﻣﻦ اﻟﻤﻌﺎﯾﺮ اﻟﻤﻮﺟﻮدة ﻓﻲ ﻣﻌﺎﯾﯿﺮ اﻟﺠﻮدة وﯾﺠﺐ ﺗﻄﺒﯿﻘﮭﺎ وﻟﮭﺎ آﻟﯿﺎﺗﮭﺎ .ﻓﯿﻤﺎ 
ﻲ ﺑﻨﻮد ﻛﺜﯿﺮة ﻓ ﯾﺨﺺ اﻟﻌﺎﻣﻠﯿﻦ ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ ﯾﺠﺐ ﻋﻠﻰ اﻻﻗﻞ إﻧﻚ ﯾﺘﻢ ﻋﻤﻞ ﻣﺴﺢ ﻣﯿﺪاﻧﻲ ﻟﺠﻤﯿﻊ اﻟﻌﺎﻣﻠﯿﻦ ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ وﯾﻜﻮن
ﺗﻌﺮف ﻣﻨﮭﺎ ھﻞ اﻟﻤﻮظﻒ ھﺬا ﻣﺮﺗﺎح وﻋﻨﺪه اﻧﻄﺒﺎع ﺟﯿﺪ ﻋﻦ ﺑﯿﺌﺔ اﻟﻌﻤﻞ ام ﻻء ﻓﮭﺬه اﻟﻤﺴﻮﺣﺎت اﻟﻤﯿﺪاﻧﯿﺔ اﺻﺒﺤﻨﺎ ﻧﻌﻤﻠﮭﺎ ﺳﻨﻮﯾﺎ 
ﻋﻦ اﻧﻄﺒﺎع اﻟﻤﻮظﻔﯿﻦ وارﺗﯿﺎﺣﮭﻢ ﻓﻲ ﺑﯿﺌﺔ اﻟﻌﻤﻞ داﺧﻞ اﻟﻤﺴﺘﺸﻔﻰ وﻟﻨﺎ ﺗﻘﺮﯾﺒﺎ ﺳﺖ ﺳﻨﻮات وﻧﺤﻦ ﻧﻌﻤﻞ اﻟﻤﺴﺢ اﻟﻤﯿﺪاﻧﻲ ﻣﺮة ﻓﻲ 
ﺟﻮدة وﻓﯿﮫ ﺑﻌﺾ اﻟﻤﻼﺣﻈﺎت اﻟﺘﻲ ﻋﻤﻠﻨﺎ ﻋﻠﯿﮭﺎ ﻓﻲ اﻧﻄﺒﺎع ورﺿﺎء اﻟﻤﻮظﻔﯿﻦ إﺿﺎﻓﺔ إﻟﻰ رﺿﺎ واﻧﻄﺒﺎع اﻟﺴﻨﺔ وﻓﯿﮫ ﻧﺘﺎﺋﺞ ﻣﻮ
 وارﺗﯿﺎح اﻟﻤﺮﺿﻰ.
ﻣﻌﺎﯾﯿﺮ اﻟﺠﻮدة ھﻲ اﻟﻤﻄﻠﻮﺑﺔ ﻣﻄﻠﺐ أﺳﺎﺳﻲ ﻟﻜﻦ إﻟﺬي دﻋﻢ اﻟﻤﻮﺿﻮع ھﺬا ﻓﯿﻤﺎ ﺑﻌﺪ اﺳﺘﺤﺪﺛﺖ اﻟﻮزارة ادارة ﺣﻘﻮق وﻋﻼﻗﺎت 
 ﺳﯿﺔ ھﻮا اﻟﻤﺴﻮﺣﺎت اﻟﻤﯿﺪاﻧﯿﺔ ﻻﻧﻄﺒﺎع اﻟﻤﺮﺿﻰ وﺻﻨﻔﺘﮭﺎ اﻟﻰ:اﻟﻤﺮﺿﻰ. وﻣﻦ ﻣﮭﺎم ﻗﺴﻢ ﺣﻘﻮق وﻋﻼﻗﺎت اﻟﻤﺮﺿﻰ اﻷﺳﺎ
 ﻣﺮﺿﻰ اﻟﻌﯿﺎدات  
 ﻣﺮﺿﻰ اﻟﺘﻨﻮﯾﻢ
 ﻣﺮﺿﻰ اﻟﻄﻮارئ. 
وﻛﻞ ﻗﺴﻢ ﻟﮫ ﺑﻌﺾ اﻟﺒﻨﻮد اﻟﺨﺎﺻﺔ ﻓﯿﮭﻢ ﻓﻲ ﻗﺴﻤﮫ وﯾﺒﻨﻲ ﻋﻠﯿﮫ وﯾﻌﻄﻲ اﻧﻄﺒﺎﻋﮫ وﻣﻼﺣﻈﺎﺗﮫ ﻋﻠﻰ اﻟﺨﺪﻣﺔ اﻟﻤﻘﺪﻣﺔ ﻓﻲ اﻷﻗﺴﺎم ھﺬه. 
ﺑﺮﻧﺎﻣﺞ ﻣﺮﻛﺰي ﻓﻲ اﻟﻮزارة ﻟﻜﻞ ﻣﺴﺘﺸﻔﻰ ﻟﮭﺎ اﺳﻢ ﻣﺴﺘﺨﺪم وﻛﻠﻤﺔ وﯾﻮﺟﺪ ﺗﻄﺒﯿﻖ ﻟﺪﻋﻢ اﻟﻤﻮﺿﻮع ﻓﯿﻤﺎ ﯾﺨﺺ اﻟﻤﺮﺿﻰ ﻟﮭﻢ 
ﻣﺮور ﺧﺎﺻﺔ ﻟﻠﺒﯿﺎﻧﺎت ھﺬه ﺑﺼﻔﺔ ﺷﮭﺮﯾﺔ وﯾﻘﻮم اﻟﺘﻄﺒﯿﻖ ﺑﻌﻤﻞ ﻧﺘﯿﺠﺔ ﻧﮭﺎﺋﯿﺔ ﻻﻧﻄﺒﺎع وارﺗﯿﺎح اﻟﻤﺮﺿﻰ داﺧﻞ اﻟﻤﺴﺘﺸﻔﻰ وﯾﻌﻤﻞ 
ﻧﺎ ﺳﮭﻞ ﻋﻠﯿﻨﺎ ﻣﮭﻤﺔ إاﻟﺮﺳﻮﻣﺎت اﻟﺒﯿﺎﻧﯿﮫ اﻟﻤﻄﻠﻮﺑﺔ اﻟﺘﻲ ﺗﺪﻋﻢ ﻣﻮﺿﻮع اﻧﻄﺒﺎع وارﺗﯿﺎح اﻟﻤﺮﺿﻰ. ھﺬا اﻟﺒﺮﻧﺎﻣﺞ ﺧﺪﻣﻨﺎ ﻛﺜﯿﺮ و
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ﻧﻌﻤﻞ ﻣﺴﻮﺣﺎت ﻣﯿﺪاﻧﯿﺔ ﻻﻧﻄﺒﺎع وارﺗﯿﺎح اﻟﻤﺮﺿﻰ . وﻓﯿﻤﺎ ﯾﺨﺺ ﺑﺮﻧﺎﻣﺞ اﻟﻤﻮظﻔﯿﻦ ﯾﺤﺘﺎج ﻣﻦ اﻟﻮزارة اﻧﮭﺎ ﺗﻌﻤﻞ ﻓﯿﮫ وﺗﺪﻋﻤﮫ 
 ﻣﺜﻞ ﻣﺎ دﻋﻤﺖ ﺑﺮﻧﺎﻣﺞ اﻧﻄﺒﺎع وارﺗﯿﺎح اﻟﻤﺮﺿﻰ .. وھﺬا ﻣﺮﺗﺒﻂ ﺑﺎﻟﻤﺴﺘﺸﻔﯿﺎت .. ﻟﺠﻤﯿﻊ اﻟﻤﺴﺘﺸﻔﯿﺎت ﺟﻤﯿﻊ اﻟﻤﺴﺘﺸﻔﯿﺎت .
رأﯾﻚ ﻓﻲ ﻛﯿﻒ ﻛﺎن ﺗﺄﺛﯿﺮ اﻟﺠﻮدة ﻋﻠﻰ اﻻﺗﺼﺎل ﺑﯿﻦ اﻟﻤﻮظﻔﯿﻦ ھﻞ اﻟﺠﻮدة ﺗﺪﺧﻠﺖ و ﺻﺤﺤﺖ أو ﻋﺰزت ﻧﺮﯾﺪ ان ﺗﻜﻠﻤﻨﺎ اﻷن ﻋﻦ 
 أو ھﻞ ﻛﺎن ھﻨﺎك ﺗﺄﺛﯿﺮ ﻋﻠﻰ ﻣﺴﺄﻟﺔ اﻻﺗﺼﺎل ﺑﯿﻦ اﻟﻤﻮظﻔﯿﻦ ؟ 
ﺑﺎﻟﺘﺄﻛﯿﺪ ﻓﯿﮫ ﻛﺜﯿﺮ أﻣﻮر اھﺘﻤﺖ ﻓﯿﮭﺎ اﻟﺠﻮدة، اﻻﺗﺼﺎل اﻟﻔﻌﺎل ھﻮﻣﻦ ﺿﻤﻦ أھﺪاف ﺳﻼﻣﺔ اﻟﻤﺮﺿﻰ وﺧﺎﺻﺔ ﻓﻲ اﻟﻤﻮﺿﻮع 
ﻟﺘﻮاﺻﻞ ﻣﺎ ﺑﯿﻦ اﻟﻄﺒﯿﺐ واﻟﺘﻤﺮﯾﺾ ﻓﻲ ﺗﻘﺪﯾﻢ اﻟﺨﺪﻣﺔ أو اﻟﻔﻨﻲ ﻓﻲ أي ﻗﺴﻢ أﺧﺮ ﻓﻲ ﺗﻘﺪﯾﻢ اﻟﺨﺪﻣﺔ اﻟﻄﺒﯿﺔ ﯾﺠﺐ إن اﻟﻄﺒﻲ. ﺑﻤﻌﻨﻲ ا
ﯾﻜﻮن اﻟﺘﻮاﺻﻞ ﻣﻮﺛﻖ ﯾﻌﻨﻲ ﻛﺘﺎﺑﻲ إﻻ ﻓﻲ ﺑﻌﺾ اﻟﺤﺎﻻت اﻟﺘﯿﻲ ﻣﻤﻜﻦ ﯾﻌﻤﻞ ﻓﯿﮭﺎ ﺗﻮاﺻﻞ )ﺷﻔﮭﻲ( ﻟﻜﻦ ھﺬه اﻟﺤﺎﻻت ﻣﺤﺪودة 
ﻤﻞ اﻻﺟﺮاء اﻟﻤﻨﺎﺳﺐ وﺿﻤﺎن ﺣﻖ اﻟﻔﻨﻲ اﯾﻀﺎ ﺑﺎﻧﮫ ﻗﺎم ﺑﺎﺗﺨﺎذ أوﻻ ﻟﺴﻼﻣﺔ اﻟﻤﺮﯾﺾ إﺿﺎﻓﺔ إﻟﻰ ﺿﻤﺎن ﺣﻖ اﻟﻄﺒﯿﺐ ﻓﻲ إﻧﮫ ﻋ
اﻹﺟﺮاء اﻟﻤﻨﺎﺳﺐ ﻟﺘﻮﺻﯿﺎت اﻟﻄﺒﯿﺐ ﻓﺄﺻﺒﺤﺖ اﻷﻣﻮر ﻛﻠﮭﺎ ﯾﺠﺐ ان ﺗﻜﻮن ﻣﻜﺘﻮﺑﺔ.. اﯾﻀﺎ اﻻواﻣﺮ اﻟﺸﻔﮭﯿﺔ ﻟﮭﺎ اﺟﺮاءات ﺧﺎﺻﺔ 
اﻻﻣﺮ  ﻋﻠﻰ ﻣﺴﺘﻘﺒﻞوﻟﯿﺲ اﻧﮫ اﻣﺮ ﺷﻔﮭﻲ واﻧﺘﮭﻰ وﻟﻜﻦ ﯾﺘﻢ ھﺬا ﻓﻲ ﺣﺎﻻت اﻟﻄﻮارئ ﻋﻨﺪﻣﺎ ﯾﻌﻄﻲ اﻟﻄﺒﯿﺐ اﻣﺮ ﺷﻔﮭﻲ أوﻻ: ﯾﺠﺐ 
ﺳﻮاء أﻛﺎن طﺒﯿﺐ أﺧﺮ أو ﺗﻤﺮﯾﺾ أو ﻓﻨﻲ إن ﯾﻌﻤﻞ )رﯾﺪ ﺑﺎك( ﺑﻤﻌﻨﻰ ﯾﻜﺘﺐ اﻻﻣﺮ إﻟﺬي ﻗﺎﻟﮫ اﻟﻄﺒﯿﺐ ﺛﻢ ﯾﻌﯿﺪه ﻋﻠﻰ اﻟﻄﺒﯿﺐ ﻟﻜﻲ 
ﯾﺘﺄﻛﺪ ان ھﺬا ﻓﻌﻼ ھﻮ اﻻﻣﺮ اﻟﺼﺤﯿﺢ اﻟﺬي اﻣﺮ ﺑﮭﺎ اﻟﻄﺒﯿﺐ أو ﻻ. وھﺬه ﯾﻮﺛﻖ اﯾﻀﺎ ﻓﻲ ﻣﻠﻒ اﻟﻤﺮﯾﺾ ان ھﺬا اﻣﺮ ﺷﻔﮭﻲ وﻋﻤﻞ 
ﻟﺬي ﻛﺘﺒﮭﺎ ھﻮا أو اﻟﺬي ﻛﺘﺒﮭﺎ اﻟﻤﺴﺘﻘﺒﻞ ﻟﻸﻣﺮ إﻟﻰ ﻛﺘﺒﮭﺎ ﻋﻨﺪه ﻛﻨﻮﺗﺔ ﺛﻢ أﻋﺎد ﻗﺮاءﺗﮭﺎ ﻋﻠﻰ اﻟﻄﺒﯿﺐ. ﻓﮭﺬه ﻣﻦ اﺟﺮاء اﻟﺮﯾﺪ ﺑﺎك ا
ﺿﻤﻦ اﻻﺟﺮاءات اﻟﺘﻲ ﺻﺤﺤﺘﮭﺎ اﻟﺠﻮدة ﻓﻲ إﻧﻚ ﯾﺠﺐ ﻋﻤﻞ اﻟﺘﻮاﺻﻞ ﻣﺎ ﺑﯿﻦ اﻟﻌﺎﻣﻠﯿﻦ وﺧﺎﺻﺔ ﻓﻲ اﻟﻤﺠﺎل اﻟﻄﺒﻲ. إﺿﺎﻓﺔ إﻟﻰ 
ة ﻓﻲ اﻻﺷﻌﺔ أو اﻟﻤﺨﺘﺒﺮ .. ﻋﻨﺪﻣﺎ ﯾﻜﻮن ھﻨﺎك ﻧﺘﺎﺋﺞ ﺣﺮﺟﺔ ﺳﻮاء (  ھﺬه اﻟﻤﻮﺟﻮدeulav cinapاﻧﮫ ﻓﻲ ﺑﻌﺾ اﻟﺤﺎﻻت ﻛﻤﺜﺎل )
اﻛﺎﻧﺖ ﻓﻲ اﻻﺷﻌﺔ أو ﻓﻲ اﻟﻤﺨﺘﺒﺮ ﯾﺠﺐ ان ﺗﺴﺠﻞ ﻓﻲ ﺳﺠﻞ  ﺧﺎص وﯾﻘﻮم اﻟﻔﻨﻲ او اﻟﻄﺒﯿﺐ اﻟﻤﻮﺟﻮد ﻓﻲ اﻟﻘﺴﻢ ﺑﺎﻟﺘﻮاﺻﻞ ﻣﻊ 
ﻓﻲ إﻧﮫ  ﺔ اﻟﻤﺮﯾﺾاﻟﻘﺴﻢ اﻟﻤﻌﻨﻲ اﻟﺬي ﻓﯿﮫ اﻟﻤﺮﯾﺾ وﯾﺘﻮاﺻﻞ ﻣﻊ اﻟﻄﺒﯿﺐ اﻟﻤﻌﺎﻟﺞ أو ﻣﻊ اﻟﻔﺮﯾﻖ اﻟﻤﻮﺟﻮد إﻟﺬي ﯾﺸﺮف ﻋﻠﻰ ﺣﺎﻟ
ﻋﻨﺪ ھﺬا اﻟﻤﺮﯾﺾ ﻣﻦ اﺟﻞ ان ﯾﻘﻮم  eulav cinapﯾﺒﻠﻐﮫ ﺑﺪون ﺣﺘﻰ ﻣﺎ ﯾﺮﺳﻞ اﻟﻨﺘﯿﺠﺔ اﻟﻮرﻗﯿﺔ ﯾﺒﻠﻐﮫ ﺑﻨﺘﯿﺠﺔ اﻟﺘﺤﻠﯿﻞ اﻧﮫ ﯾﻮﺟﺪ 
اﻟﻄﺒﯿﺐ اﻟﻤﻌﺎﻟﺞ ﺑﺎﺗﺨﺎذ اﻻﺟﺮاء اﻟﻤﻨﺎﺳﺐ ﻟﻠﻤﺮﯾﺾ ،وﻟﮭﺎ ﺳﺠﻼت ﺧﺎﺻﺔ ﻣﻮﺟﻮدة ﻓﻲ اﻟﻘﺴﻢ ﻓﮭﺬه ﻣﻦ ﺿﻤﻦ اﻻﺟﺮاءات  اﻟﺘﻲ 
 ﻞ ﻓﯿﻤﺎ ﺑﯿﻦ اﻟﻤﻮظﻔﯿﻦ.ﺻﺤﺤﺘﮭﺎ اﻟﺠﻮدة ﻓﻲ اﻟﺘﻮاﺻ
 
 وﻟﻢ ﯾﺘﻢ اﻟﺘﺒﻠﯿﻎ ﻋﻨﮭﺎ ﻣﺎ ھﻮ اﻻﺟﺮاء اﻟﻤﺘﺒﻊ ﻓﯿﮭﺎ ؟  eulav cinapﻟﻮ ﻣﺜﻼ اﻛﺘﺸﻔﻮا اﻧﮫ ﻓﯿﮫ ﺧﻄﺄ ﻓﻲ
( ﺳﻮاء اﻟﻘﺴﻢ اﻟﻤﻌﻨﻲ اﻟﻘﺴﻢ اﻻﺧﺮ اﻟﺬي ﻗﺪ ﯾﻜﻮن اﻟﻤﺨﺘﺒﺮ RVOﯾﺘﻢ ﺗﻌﺒﺌﺔ ﻧﻤﻮذج اﻹﺑﻼغ ﻋﻦ اﻷﺧﻄﺎء )  eulav cinapﺑﺎﻟﻨﺴﺒﺔ 
ﺣﺎﻻت اﻟﻤﺮﯾﺾ وﺑﻨﺎء ﻋﻠﻰ اﻟﺤﺎﻟﺔ إذا ﻛﺎﻧﺖ اﻟﻨﺘﯿﺠﺔ ﺗﺆﺛﺮ ﻋﻠﻰ ﺣﺎﻟﺔ اﻟﻤﺮﯾﺾ ﻓﯿﺘﺨﺬ ﻓﯿﮭﺎ  أو اﻷﺷﻌﺔ او اﻟﻘﺴﻢ اﻟﻤﺸﺮف ﻋﻠﻰ
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إﺟﺮاء ﯾﻌﻨﻲ ﻣﻤﻜﻦ ﯾﻜﻮن ﺣﺘﻰ اﺟﺮاء إداري وﻟﯿﺲ ﻓﻘﻂ ﺗﺼﺤﯿﺤﻲ. ورﺑﻤﺎ اﻧﮫ ﯾﻌﻤﻞ إﺟﺮاء إداري ﻟﻤﻌﺎﻗﺒﺔ اﻟﻤﻮظﻒ ﻣﺮﺗﻜﺐ ھﺬا 
ﻣﻊ ﻓﺮﯾﻖ اﻟﻌﻤﻞ ﻓﺮﯾﻖ اﻟﺠﻮدة اﻟﻔﺮﯾﻖ اﻟﻤﻌﻨﻲ اﻟﺨﻄﺄ ﺑﺎﻹﺿﺎﻓﺔ اﻟﻰ اﻻﺟﺮاء اﻟﺘﺼﺤﯿﺤﻲ ﻟﻀﻤﺎن ﻋﺪم ﺗﻜﺮار اﻟﺬي ھﻮا ﻣﻨﺎﻗﺸﺘﮭﺎ 
 واﻟﻤﺸﺮف واﻟﻔﺮﯾﻖ اﻟﺬي ﺑﺎﺷﺮ ﺣﺎﻟﺔ اﻟﻤﺮﯾﺾ. 
ﺑﺎﻟﻨﺴﺒﺔ ﻟﻸﺧﻄﺎء ھﺬه اﻟﺘﻲ ﺗﺤﺪث وﯾﺘﻢ ﻣﻌﺎﻟﺠﺘﮭﺎ أو ﯾﺘﻢ ﻣﻨﺎﻗﺸﺘﮭﺎ واﻟﺨﺮوج ﻣﻨﮭﺎ أﻛﯿﺪ ﯾﺨﺮج ﺑﺤﻠﻮل ﻟﻜﻦ ﯾﻤﮭﻨﺎ ﻣﻊ اﻟﺤﻠﻮل اﻧﮫ 
اﻟﺪروس اﻟﻤﺴﺘﻔﺎدة ﻣﻦ ﺑﻌﺾ اﻷﺧﻄﺎء اﻟﺘﻲ ﺣﺼﻠﺖ ﯾﻜﻮن ﻓﻲ دروس ﻣﺴﺘﻔﺎدة ﯾﻌﻨﻲ ﻟﻮ ﻋﻨﺪ ﻣﺜﻼ ﺑﻌﺾ اﻷﻣﺜﻠﺔ ﺗﻌﻄﯿﻨﺎ ﻣﺎ ھﻲ 
 وﺗﻤﺖ ﻣﻌﺎﻟﺠﺘﮭﺎ؟ 
( ﺗﻤﺖ  ﻣﻨﺎﻗﺸﺔ اﻟﺤﺎﻟﺔ ﻣﻊ ﻓﺮﯾﻖ اﻟﻌﻤﻞ واﻟﺤﺎﻟﺔ tneve lenitnesﺧﻄﺄ ﺟﺴﯿﻢ) طﺒﻌﺎ ﻓﻲ ﺑﻌﺾ اﻟﺤﺎﻻت اﻟﺘﻲ ﺣﺼﻠﺖ وﺳﺠﻠﺖ
ﺬه ﻛﺎﻧﺖ ﻣﻌﺮﺿﺔ ﻣﻊ ﻓﺮﯾﻖ اﻷﺧﻄﺎء اﻟﺠﺴﯿﻤﺔ وﻣﻊ اﻟﻄﺒﯿﺐ واﻟﻔﺮﯾﻖ اﻟﻤﻌﺎﻟﺞ ﻟﻠﺤﺎﻟﺔ وﻛﺎن ھﻨﺎك ﺑﻌﺾ اﻻﺟﺮاءات. طﺒﻌﺎ اﻟﺤﺎﻟﺔ ھ
إﻧﮫ ﺗﻤﻮت ﻓﻲ أي ﻟﺤﻈﺔ ﻻﻧﮫ ﻛﺎن ﻋﻨﺪھﺎ ﺗﺎرﯾﺦ ﻣﺮﺿﻲ ﺳﺎﺑﻖ وﻣﻤﻜﻦ اﻧﮭﺎ ﺗﻤﻮت ﻓﻲ أي ﻟﺤﻈﺔ. ﺑﻌﺪ ﺗﺤﻠﯿﻞ اﻟﺤﺎﻟﺔ ھﺬه ﻣﺎ طﻠﻌﺖ 
اﻧﮭﺎ ﺧﻄﺄ. ﯾﻤﻜﻦ ﻓﻲ اﻟﻈﺎھﺮ اﻧﮭﺎ ﺧﻄﺄ ﻟﻜﻦ ﺑﻌﺪ ﺗﺤﻠﯿﻞ اﻟﺘﺎرﯾﺦ اﻟﻤﺮﺿﻲ ﻛﺎن ﻣﻤﻜﻦ اﻧﮭﺎ ﺗﻜﻮن ﻣﻌﺮﺿﺔ ﻟﻠﻮﻓﺎة ﻓﻲ أي ﻟﺤﻈﺔ ﺑﺤﻜﻢ 
ھﺎ. ﻟﻜﻦ ﻣﻦ ﺿﻤﻦ اﻻﺷﯿﺎء اﻟﺘﻲ ﺗﻤﺖ ﻣﻼﺣﻈﺘﮭﺎ ﻓﻲ ﻣﻨﺎﻗﺸﺔ اﻟﺤﺎﻟﺔ ھﺬه اﻧﮫ ﻓﻲ ﺑﻌﺾ اﻻﺟﺮاءات ﺗﺎرﯾﺦ اﻟﻤﺮض اﻟﻤﻮﺟﻮد ﻋﻨﺪ
أو ﺑﻌﺾ اﻻﻣﻮر إﻟﺘﻲ ﻛﺎﻧﺖ ﺧﺎطﺌﺔ وﺗﺤﺘﺎج إﻟﻰ اﻟﺘﺼﺤﯿﺢ واﻟﺘﺤﺴﯿﻦ. ﻣﺜﻼ : ﻣﻌﺮﻓﺔ اﻟﻌﺎﻣﻠﯿﻦ ﻓﻲ اﻟﻘﺴﻢ ﺑﻄﺮﯾﻘﺔ اﻻﻧﺎوﻧﺲ)ﻧﻈﺎم 
ﺜﻞ ﺣﺎﻻت ﺗﻮﻗﻒ اﻟﻘﻠﺐ، واﻧﻨﺎ ﻧﺤﺘﺎج إﻟﻰ ﺗﻔﻌﯿﻞ أو اﺳﺘﺪﻋﺎء اﻟﺘﺒﻠﯿﻎ( ﯾﻌﻨﻲ ﻛﯿﻒ ﺗﻌﻤﻞ اﻟﺘﺒﻠﯿﻎ اﻧﮫ ﯾﻮﺟﺪ ﻋﻨﺪك ﺣﺎﻟﺔ ﺗﺤﺘﺎج ﺗﺪﺧﻞ ﻣ
( ﻓﻠﺬﻟﻚ ﺗﺤﺘﺎج ﺗﻌﻤﻞ رﻣﺰ اﻟﺘﺒﻠﯿﻎ. ھﻨﺎ اﻛﺘﺸﻔﻨﺎ ﻗﺼﻮر ﻣﻦ اﻟﻤﻤﺮﺿﺔ إﻟﻰ ﻛﺎﻧﺖ ﻣﻮﺟﻮدة ﻟﻢ ﺗﻜﻦ RPCﻓﺮﯾﻖ اﻹﻧﻌﺎش اﻟﻘﻠﺒﻲ)
ﺿﻤﻦ اﻟﺤﺎﻻت ﺗﻌﺮف اﻷﻟﯿﺔ اﻟﻤﺴﺘﺨﺪﻣﺔ ﻷﻧﮭﺎ ﺣﺪﯾﺜﺔ. ورﺑﻤﺎ اﻧﮭﺎ ﻟﻢ ﺗﺤﻀﺮ ﺑﻌﺾ اﻟﺪورات اﻟﻨﮭﻤﺔ ﻟﻠﻤﻮظﻔﯿﻦ اﻟﺠﺪد. ھﺬه ﻣﻦ 
إﻟﺘﻰ ﻣﻦ ﻣﻨﺎﻗﺸﺔ اﻟﺤﺎﻻت ﺗﻢ اﻛﺘﺸﺎﻓﮭﺎ. اﻻﻣﺮ اﻟﺜﺎﻧﻲ ﻛﺎن ھﻨﺎك ﻓﻲ ﺑﻌﺾ اﻷدوﯾﺔ اﻟﻨﺎﻗﺼﺔ ﻓﻲ ﻋﺮﺑﺔ اﻟﺘﺪﺧﻞ اﻟﻄﺎرئ . وھﺬه ﻣﻦ 
اﻻﺷﯿﺎء اﻟﺘﻰ  اﻛﺘﺸﻔﻨﺎھﺎ ﻣﻦ ﺗﺤﻠﯿﻞ اﻟﺤﺎﻟﺔ ﻛﺎن ﻓﻲ ﺑﻌﺾ اﻻﺟﺮاءات اﻹدارﯾﺔ ﻗﺒﻞ ﻣﺎ ﺗﺪﺧﻞ اﻟﺤﺎﻟﺔ ﻣﻔﺮوض اﻧﮭﺎ ﺗﻜﻮن ﻣﺴﺘﻮﻓﺎة 
   .اﻛﺘﻤﻠﺖ  اﻓﻘﺎت ﻋﻠﻰ إﺟﺮاءات اﻟﺘﻨﻮﯾﻢ. ﻛﺎﻧﺖ ﻛﺎﻣﻠﺔ وﻣﻮﻗﻌﯿﻦ ﻋﻠﯿﮭﺎ ﻟﻜﻦ ﺑﻌﺾ اﻟﺒﯿﺎﻧﺎت ﻣﺎﯾﻌﻨﻲ ﻓﻲ ﻧﻤﺎذج اﻟﻤﻮ
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Appendix 17- English Interpretation samples  
The recording is necessary  ... 
No problem. 
Actually, this recording is an essential part of the interview process that you can terminate at 
any time by not participating or if you wish. Your information will be confidential and not 
referred to you or your position or place in any way. The use of all data for research purposes, 
which may be used only five years later through the Ministry of Health, by using the results to 
do improvement projects. 
The search and questions will be " Simi structure " Which is that there is no question and answer 
and it will be closer to chatting about the content of the topic and you can give your opinion 
honestly in all transparency, I draw from them in the analysis how your opinion is different 
from the opinion of others …. 
We were talking about indicators. 
There were indicators gathered through Clinical audit. It was comprehensive for healthcare 
aspects of the hospital and it used to be very large in improving and developing the service 
existing. in our hospital, we have 63 indicators, where they originally were 49, they became 63 
indicators of all the departments in the hospital, meaning the important indicator that they can 
benefit in the future to build or operate monthly projects that collect and analyze it and benefit 
from it in the work of improvement projects. In addition, the General Directorate for Health 
Affairs, following-up the data collection and they have some improvement projects on their 
level. They were approximately 3 or 4 projects. For us also our improvement projects based on 
the data of the indicators were excellent and very impressive. 
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What tasks have been done? Or give us examples of projects that have worked on a decision 
taken from the results of the indicators? 
We have two projects that we have built and have benefited from the results of the indicators. 
I. Emergency waiting time..... We had an emergency waiting rate of more than 75 minutes for 
the patient to enter the emergency until he was admission to the hospital. 
That's 75 minutes , As compared to the number of patients we have, we have made a decision 
to work on the improvement project , Alhamdulillah the ratio or patient waiting rate has fallen 
to 45 minutes . 
The second is the proportion of cesarean delivery (birth by surgery). Of course, the global rate 
is 25%. It was considered problematic for us where it sometimes reaches 50 or even 55 per cent. 
We have taken some corrective action, in some months, we have reached zero number of 
caesarean sections. In addition, any caesarean section in which a decision is made by the doctor 
should give justification to avoided the increase in the ratio, there should be good justification 
for each case that need caesarean sections. 
!! Yes we can come in some months to 0... to 10 to 15 but in some of the other months there 
was a rise but the height was justified. I mean every existing case has a justification why did 
you make a caesarean it is among the projects that we have adopted in the hospital based on the 
data of the indicators. 
In addition, there is a third improvement project in which turnaround time(TAT) to monitor the 
period for laboratory service. it was tokening a long time from emergency until they reached 
emergency. Sometimes it took more than an hour. We tried as much as possible to reduce time 
as much as we could and our results were better. 
Appendices 303 
How is the responsible department or persons for collecting and monitoring the indicators and 
the work of the improvement projects ? 
We have a separate department which is the quality department, the quality department collects 
the data and follows it with the departments if there are some abnormal rates discussed with the 
concerned departments. Then the departments concerned decide that they need to work on an 
improvement project. Actually, if there are deviations on normal rates, we may work on an 
improvement project based on the decision of the clinical review as a follow-up to the data and 
the concerned department as responsible for their existing medical procedures and decide on 
improvement projects. 
In the improvement projects, there may be new things for the establishment in terms of quality 
culture. What is the role of the quality management department? Do they lead or participate in 
the work of the improvement projects? 
Actually, the quality department is an essential part of any improvement project within the 
hospital It must be involved in the improvement projects It is not necessarily that it is the project 
leader because sometimes it is not directly related to the subject, but it is a participant in the use 
of quality tools and the way projects work. Facilitating more than leading of course, facilitate 
the project to improve the use of data and analysis and the use of quality tools. This is the role 
of quality in the projects of improvement and the department concerned head is the team leader 
of the relevant of the project .  
The relevant department is clinical audit; they take full indicators and uses comparisons and 
discussed in a committee and works on the improvement project using quality tools approved 
in the hospital. 
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In your opinion, what does quality means in your hospital? 
The quality in our hospital in my opinion is continuous improvement, i.e. any work in the 
hospital is subject to improvement and we are working to continually improve any procedure 
or operation within the hospital. This is a Shortcut sense of quality in my opinion. 
How do you see that quality has improved in your existing services in the hospital with 
examples for clarification? 
Actually, for quality it had a great role in improving the service, and before improving the 
service spread a new culture that is a quality culture, it she had a big role (quality section) in 
the dissemination of this culture among hospital staff what do you mean what we use. Of course, 
the quality section has a major role to play in the dissemination of this culture. Besides, the 
focus is on procedures, whether administrative procedures or medical procedures, based on 
quality standards . 
The prevailing culture existed before the quality standards, that this work was working in some 
way and we went on the same path, whether the procedure is right or wrong This is the previous 
procedure and we continue to it until the quality came and changed the culture of work. We are 
working according to a specific standard and if the standard requires that the procedures be 
carried out in a certain way, we are committed to doing so. Among the examples that quality 
has improved, we focused initially on patient safety goals. When the patient enters the hospital 
for example and has a surgical operation, the doctor determines that this situation requires 
surgery to write in his file ordered the process and the patient is hypnotized and on the second 
day transferred to the operations and the process is done according to normal routines and then 
go out, and this may cause medical errors First, a full definition of the patient and the history 
of the disease is complete and write in his file the full history of the patient in his file in special 
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samples and take the complete tests before taking any action Second - the patient is defined by 
placing his data in his wrist where the data is written in full 
 
 and must be the least known to the patient who likes his name and his file number. And shall 
be present throughout his stay in the hospital Then the doctor before the transfer of the patient 
to the operation works to indicate the location of the operation to make sure in the operating 
room that this is the patient is correct and that the procedure will be in place and add to the 
inclusion of the patient even by definition himself knows himself patient to the medical staff 
before being anesthetized  All these procedures are documented in the patient's file when they 
are received in the operations and all of these new procedures . 
Forms are filled in to confirm whether the patient has been properly identified / yes  
Is the patient file completed ? / Yes 
 Medical examinations are completed / Yes 
 The anesthesiologist revealed the operation / yes  
 Antibiotics If any antibiotics are needed he is given / yes 
 A reference to the place of operation  / Yes 
All of this, of course, in a model where there is a confirmed procedure before receiving the 
situation in the operations, these are confirmed before the intervention of operations, and when 
the patient enters the operations and becomes on the table to conduct operations in the operating 
room before the doctor starts using the scalpel and before the patient is sure to confirm the type 
of surgery And whether the full tools needed by the doctor to perform the operation exist or not 
and have special models. In addition to being a doctor when the operation is over and before 
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the operation is closed, there is another model to count the tools used in the procedure and make 
sure that all the tools are present so that nothing is forgotten inside the patient's abdomen or 
something is missing during the procedure. 
 
 
Then the patient goes to the recovery room and has a special model to follow the patient until 
his position stabilizes and becomes possible to transfer to the dormant section. This is in short 
some of the things added by quality in the provision of medical service and this is an example 
of many examples and there are many procedures, whether administrative or even technical . 
As for the procedures that you mentioned and they prevent the existence of medical error, 
whether in the definition of the patient or the correct procedure for him.... What if there is a 
breach of these procedures, how to behave your hospital based on the quality methods you 
learned or based on the culture that spread to you about quality ? 
Of course, if there is any error in dealing with these procedures in full with the patient, the 
procedure will be correcting the error and starts from the same employee who made the mistake 
in that he is informed of the mistake committed himself or even any other person who existed 
or witnessed the error and reporting. A sample called (OVR) is reporting an accidental error. 
The mistakes are three types : 
1- Near	miss	
2- Sentinel	event	
3- Adverse	error	
Each one has a special treatment . 
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Sentinel Event: Instantaneous action must be taken in a timely manner and cannot be delayed 
and can take action to correct the error that has occurred . 
Adverse error: It is possible to deal with it at a later time but corrective action must be taken 
and the Working Group will 
 
 meet, discuss the issue, discuss the error that took place and take corrective action, 
recommendations, etc. 
And the isame with Near miss these are for corrective actions that can be run from the same 
person as the wrong perpetrator or any other person who has seen this error in correcting the 
error or the defect has happened. 
Can you explain to us in a detailed way how to deal with the error and how to solve it and how 
to cure it even if there are examples you can give us ? 
For Mistakes The method of reporting in an OVR form is that the person who committed the 
error or any other person has witnessed or heard of the reporting error This form is written and 
delivered to the quality department within 24 hours for the quality department and when it 
reaches the quality department according to their classification as explained above.  
Sentinel event :  Of course, this is one of the mistakes that according to their definitions is 
unintentional error led to the death or loss of a member or lost a member's job and this is a 
major error is dealt with in a timely manner 24 hours in a special team meets and meets with 
members or persons who had a relationship with error and discussion Error in all its aspects 
and where the gap analysis is conducted and corrective actions are taken from the same day on 
which the error was discovered within 24 hours of the error .  
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Adverse error: An unintended error that does not lead to loss of life, loss of a member, or loss 
of function. This can be dealt with within 48 hours. It may take corrective action from the 
quality department with the relevant section of this error and take some corrective action to 
avoid repeating such error. 
Near miss: This is a possible error in the future that leads to a big or serious error and takes 
corrective action. When the report arrives within 24 hours, they meet with the concerned 
department and take corrective actions and recommendations from The quality team and the  
 
department team concerned these three categories of general hospital errors and reporting . 
From your views and observations when quality has entered, for example, culture for everyone. 
Do you think that quality has improved the clinical performance in the hospital and if evidence 
of this can be exposed ? 
In fact, improving the quality and its role in improving the service or clinical service has a very, 
very, very big role, and it has contributed to improving the service and improving the existing 
service outputs, among the examples that we can offer, which we said previously that surgeries 
and surgeries may work. In addition to some of the projects that we have adopted, which are in 
the emergency, whether from the tests as long as possible take the tests in the laboratory or even 
the survival of the patient in the emergency department even when entering the hospital, also 
medical committees: Medical committees also have a significant role in the discussion of 
existing cases which are Cases of morbidity or mortality are discussed in special committees. 
The outcomes of cardiac arrest and success rate success rate of cardiac recovery from failure 
and the reasons for failure all these quality have a great role in improving service in the 
discussion of all these cases these are simple examples. For example, the morbidity committee: 
there is a committee to discuss all the cases where complications have resulted from the existing 
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service, and why these complications and what are the causes and what are the solutions that 
are possible to improve the service and avoid the recurrence of such errors In addition to the 
evidence in the fight Infection, which is the infection resulting from the use of the ventilator 
and its rate within the hospital acquired infection within the hospital and also infections 
resulting from the use of medical catheters, whether urinary catheters or central cardiac 
catheters . 
I'm warning you anytime you have the right to interrupt the conversation and we don't want to 
have an effect either on your person or on the job to conduct this interview. 
 
No problematical... Thank you.. 
This is for the follow-up of all infections acquired within the hospital resulting from the 
provision of service among the things that contributed to the quality of raising the sense of the 
workers in the avoidance of any cause or defect in the provision of service may lead to harm to 
the patient, among the measures that improved quality and were the merits of quality That is 
the tip of the iceberg 
Perhaps we move on and talk about satisfaction and the whole patient and staff in one question 
and you tell us in your own way how quality affected the satisfaction of staff and patients ? 
Of course before quality standards what was in the term named satisfaction. It means that we 
are frank and realistic What was the thing you are looking for the impression of the patient and 
the service provided to him final possible You see this patient as a person who is satisfied with 
the service provided to him or by a complaint or complaint, it was the only criterion You know 
that this is out of service or that was the only measure. In addition to the employees, there was 
no interest in the employee. Is he comfortable in the hospital ? Is he comfortable in the work 
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environment ? Is he comfortable in the section where he works ? This principle did not exist 
before quality, and when we started to apply quality, these standards or these standards were in 
the quality standards and must be applied and have mechanisms. For hospital staff, at least a 
field survey should be conducted for all hospital staff, These are field surveys we have been 
working on every year on the impression of employees and satisfaction in the work environment 
inside the hospital and we are almost six years and we are working field survey once a year and 
the results are present and some observations that p We in the impression and employee 
satisfaction as well as satisfaction and impression and satisfaction of patients . 
Quality standards are a prerequisite, but to support this theme later, the Ministry has developed 
the Department of Patient Rights and  
 
 Relationships. The Department of Patients Rights and Relationships is the main field survey 
of patients' perceptions and classified them into : 
 Patients in clinics 
 Emergency patients 
 
Each department has some special items in its section and builds on it and gives its impression 
and comments on the service provided in these sections There is an application to support the 
subject for patients with a central Programme in the ministry for each hospital with a special 
user name and password for this data on a monthly basis and the application makes a final result 
of the impression and satisfaction of patients inside the hospital and works drawings required 
to support the subject of the patient's impression and satisfaction. This Programme served us a 
lot and facilitated us the task of doing field surveys for the patient's impression and satisfaction 
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With regard to the staff Programme, the ministry needs to work and support it, such as 
supporting the patients' impression and satisfaction Programme This is related to hospitals All 
hospitals have all hospitals . 
We want to talk now about how quality has affected the communication between staff. Is quality 
intervened, corrected, reinforced, or has there been an impact on the communication between 
employees ? 
Of course, there are many issues in which quality is concerned. Effective communication is 
among the goals of patient safety, especially in the medical field. In the sense of communication 
between the doctor and nursing in the provision of service or technical in any other section in 
the provision of medical service must be a documented communication means in writing only 
in some cases where it is possible to work in the (oral) but these cases limited to the first safety 
of the patient in addition to ensure the right doctor In that he did the appropriate procedure and 
ensure the right of the technician also that he took the appropriate 
 
 action to the recommendations of the doctor so that all things must be written .. Oral orders 
also have special procedures and it is not verbal and ended, but this is in cases of emergency 
when the doctor gives an oral order first: The future of the matter, be it a brother doctor Or a 
nurse or a technician if he works (Redback) in the sense of writing the matter to the doctor and 
then return it to the doctor to make sure that this is really the right thing ordered by the doctor 
or not. This is also documented in the file of the patient that this is an oral and the work of the 
Reed Pak written by Hua or written by the future to order her writing as a note and then re-read 
the doctor. This is one of the measures that the quality has corrected in that you have to make 
communication between workers, especially in the medical field. In addition, in some cases 
such as the "panic value" found in the radiation or the laboratory .. When there are critical 
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results, whether in the radiation or in the laboratory must be recorded in a special record and 
the technician or doctor in the section to communicate with the relevant section in which The 
patient communicates with the treating physician or with the existing team who supervises the 
patient's condition that he informs him without even sending the paper result The results of the 
analysis indicate that there is a panic value in this patient in order for the physician to take 
appropriate action for the patient. These are among the measures that have been corrected by 
quality Communication among staff . 
If for example they found out that there is a mistake in panic value and they are not reported 
what is the procedure? 
For the panic value, the error reporting form (OVR) is filled The other department may be the 
laboratory, the radiologist or the department supervising the patient's cases. Depending on the 
situation, if the result affects the patient's condition, corrective. It may work as an administrative 
measure to punish the perpetrator of this error as well as corrective action to ensure that it is 
not repeated which Hua discussed with the team's quality team, the team concerned, the 
supervisor and the team that initiated the patient's case. 
 
For these errors, which occur and are processed or discussed and out of them are sure to come 
out with solutions, but with solutions that it is in lessons learned means if, for example, some 
examples give us what lessons learned from some of the errors that have been processed? 
Of course, in some cases that occurred and recorded a serious error (sentinel event) the situation 
was discussed with the team and the situation with the team of serious errors and with the doctor 
and the team of the situation and there were some procedures. Of course, she was exposed to 
dying at any moment because she had a previous history of illness and could die at any moment. 
After analyzing the situation this is what I called it wrong. This may be a mistake, but after 
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analyzing the history of the disease, it is possible that they may be at any moment dead by the 
history of the disease. But among the things that have been observed in this case discussion is 
that in some actions or some things that were wrong and need to be corrected and improved. 
For example: knowing the employees in the section in the manner of Announs (reporting 
system) means how the notification works that you have a case that needs intervention such as 
heart failure, and that we need to activate or call the CPR. Here we discovered palaces from the 
nurse to the present did not know the mechanism used because they are modern. Perhaps she 
did not attend some of the refresher courses for new employees. These are among the cases 
from which the cases were discussed. Second, there were some drugs missing in the emergency 
intervention vehicle. This is one of the things we discovered from the analysis of the situation 
was in some administrative procedures before the intervention of the situation is supposed to 
be completed means in the forms of approvals for the procedures of hypnosis. It was complete 
but two locations but some data were not. 
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Appendix 18-The template used for transcript data  
Date: 
Time: 
Number of participant: 
Given code for interviewee (participant): 
Given code for interviewer (researcher): 
Questions Answer Researcher note 
Q1:   
Q2   
Q3   
Q4   
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Appendix 20- sample of transcript one to one interview  
 
Date: 20 Jul 2016 
Time: 10:00 am- 11:00 am 
Total Number of participant: 8 
Given code for interviewee (participant): PA1 
Given code for interviewer (researcher): I 
The highlited words are the exact quotation used in the main thesis. 
Questions Answer Researcher Note 
Q1 Hi Good Morning. Is the 
information that I sent to you 
about my study is clear, and 
do you have any questions 
before we start? 
Can you introduce yourself e 
and your background 
experience as manger?  
PA1: Good morning. Everything was 
clear thank you to send me the 
information prior the interview. I am 
PA1. I am the hospital director and my 
background is a physician.  I have a 
long experience in working as hospital 
director, almost about ten years 
working.  
This question used 
to get people 
talking and feeling 
comfortable. 
Q2: Can you tell me when the 
quality programmes started 
in MoH hospitals and how do 
accept this change. 
I have been working in the MoH since 
2000, but I was thinking to work in 
another organisation, I mean in Aramco 
hospital or King Fisal hospital because, 
This question used 
to get the 
participant to start 
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in my opinion they were more advanced 
than MoH at providing good quality of 
care. Actually, the quality had a great 
role in improving the service, and 
before improving the service spread a 
new culture that is a quality culture in 
other hospitals . But after 2005 I 
stopped thinking about moving to other 
hospital because the quality Programme 
started. 
thinking about the 
history of quality. 
In your opinion, what does 
quality means in your 
hospital? 
The quality in our hospital in my 
opinion is continuous improvement, i.e. 
any work in the hospital is subject to 
improvement and we are working to 
continually improve any procedure or 
operation within the hospital. This is a 
Shortcut sense of quality in my opinion. 
This question 
provide base of 
understanding the 
frame of quality 
used by the 
participant.   
In your opinion what was the 
benefit from quality 
Programme when you deal 
with problems to improve 
quality of care in your 
hospital?  
Of course, if there is any error in dealing 
with these procedures in full with the 
patient, the procedure will be correcting 
the error and starts from the same 
employee who made the mistake in that 
he is informed of the mistake 
committed himself or even any other 
This question 
focus on the 
quality tools 
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person who existed or witnessed the 
error and reporting. and also quality has 
helped us find tools to deal with these 
errors and improve service and there are 
improvement projects based on this .A 
good tools are used to analyse the 
problem and develop an appropriate 
solutions such as PDCA ,FOCUS, bar 
chart and histogram and other effective 
tools.   
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Appendix 19 -Translation authentication
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Appendix 20 Theme coding table  
  
Main Theme Subordinate theme Theme Sub-theme 
 
 
 
Knowledge Code K. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Fundamental 
concepts KFC. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Theoretical 
understanding  
KFC 1 
 
Quality Tools 
Knowledge 
 K F C 2  
 
Accreditation 
Knowledge 
K F C 1 
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Satisfactions  
        KS  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reporting system  
   KR  
 
 
 
 
 
 
 
 
 
 
 
Patients Satisfactions          
KS 1 
 
Staff Satisfactions              
KS 2 
 
 
 
 
 
 
 
 
 
Sentinel Events 
   KR2 
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Practice pattern 
Code P. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Safety PS 
 
 
 
 
 
OVR 
KR2 
 
Clinical Indicators 
 KR3 
 
 
 
 
 
 
 
 
 
 
 
Facility Management 
& Safety  
PS 1 
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Precautions PP 
 
 
 
 
 
 
 
Patient Safety PS 2 
 
 
 
 
 
Disasters  
P S 1   
 
 
 
 
 
 
 
 
Infection Control 
       P P 2 
 
 
 
Committee 
PT1 
Appendices 323 
 
Teamwork PT 
 
 
 
 
Plans 
PT2 
 
 
 
 
 
 
 
 
 
  
Appendices 324 
  1.
2
	 	
Reporting	
system	
1.5.
4
  
Patients 
Satisfactions 
KS 1 
 
      KR	   
    
1.5.
5 
Staff 
     Satisfactions 
     KS 2 
    	
	
	
	
1.5.
6
  
	
	
	
	
Sentinel 
Events 
5	 Practice	      
KR
2 
 
 pattern	
Code	
    
 P.	     
  
1.
3	
Safety	PS	
1.5.
7
  
OVR 
     KR2 
    	
1.5.
8
  
	
Clinical 
     Indicators 
     
 KR3 
Appendices 325 
  	
	
	
	
1.
4	
	
	
	
	
Precautions	
PP	
	
	
	
	
	
1.5.
9
  
	
	
PS 1 
	
	
	
	
	
Facility 
Management 
& Safety 
Appendices 326 
 	
	
	
1.5	Teamwork	PT	
	
	
	
1.5.10 P
atient Safety PS 2 
	
	
	
	
1.5.11 D
isasters 
P S 1 
	
	
	
	
	
	
	
1.5.12 I
nfection 
Control 
  P P 2 
	
	
	
1.5.13 C
ommittee 
PT1 
	
	
	
1.5.14 P
lans PT2 
 
  
Appendices 327 
Appendix 21 - Analysis Process 
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